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INFECTIVE HEPATITIS: THE HISTORY OF AN OUTBREAK IN THE 
LAVANT VALLEY 


BY 


J. L. NEWMAN, M.D., M.R.C.P. 
Assistant County Medical Officer, West Sussex 


Hepatitis had been present for some time in several places 
in the coastal area of Sussex to the west of Arundel when 
the first case was reported from the village of West Dean. 
This village lies some four miles to the north of Chichester, 
where the valley of the River Lavant enters the Downs, 
accompanied by the London road. At Singleton, a mile 
further on, the river leaves the road and turns to the east 
to the villages of Charlton and East Dean, which lie in a 
secluded hollow, and have little communication with the 
outer world other than by the main road. This lie of the 
land made the investigation of an epidemic much easier 
than would otherwise have been the case, and also showed 
the essential unity of what might have been regarded as 
sporadic cases of disease. Had there not been separate 
villages, visited by a single doctor, but separate streets in 
a large town visited by several, there would probably have 
been no more comment than on the curious fact that two 
or three cases of catarrhal jaundice should appear about 


the same time. , 


Cases in West and East Dean 


About the middle of July, 1939, Betty Swift, a housemaid 
employed at the local sanatorium, suffered from an attack of 
hepatitis with jaundice. A fortnight after the beginning of the 
illness she went to her home in West Dean. None of the six 
other girls with whom she had lived till then was infected, nor 
were any of her relatives at home. Her history was discovered 
only when her brother developed the disease from an unknown 
source three months later. He worked at Charlton Saw Mills 
and had visited Chichester, but knew of no case of jaundice 
in either place. 

Case _1.—Bill Swift, aged 19, was taken ill gradually about 
September 20 with an ache in the middle of his epigastrium. He 
stayed in bed on the 23rd, but on the next two days got up and 
went out, and on the 26th returned to work. But he had to give 
up and go home to bed. He felt very ill, was irritable and a 
little drowsy, and vomited repeatedly. The next day his urine 


was dark, and on the 30th he began to turn yellow all over. . 


After a fortnight in bed he returned to work, and was later 
troubled only by itching. 

Among the other workers at the saw mills was Gerald 
Sparrow, who lived in the village of Cocking, some six miles 
away. He had not visited any of the known sites of jaundice, 
nor had there been any cases in his neighbourhood. What was 
even more curious was that the two worked in different parts 
of the saw mills, and had not, so far as they knew, had any 
meeting at all. Yet 34 days after Swift’s last appearance in his 
neighbourhood Sparrow was taken ill. 

Case 2.—Gerald Sparrow, aged 18. The onset of illness 
was sudden at dinner-time, and later in the day his urine was 
the colour of beer. For the next three days he felt sick, sweated, 
and had a pain like a stomach-ache across his upper abdomen. 
On the second day he turned yellow: but he never took to bed, 
and after three days at home he went back to work and no more 
was heard of the disease in connexion with him. 


Bill Swift had two brothers, but he infected only one of 
these, and his sister, Mrs. Martin, who lived in the village of 
East Dean. 


Case 3.—John Swift, aged 13, set out for Chichester on 
October 14 feeling perfectly well: but while he was in a shop 
his * heati went round,” he vomited, and he had to be brought 
home. He was quite well the next day, but on the 16th, at 
2 p.m., he was taken ill again with headache, stomach- ache in 
the epigastrium, and nausea. He went home to bed, and the 
doctor was called. That day he was feverish, sweating, and 
drowsy, and he vomited. The next day his "urine was dis- 
coloured and his nose bled; these symptoms continued until 
October 21, when jaundice began, later spreading all over his 
body. Thereafter the symptoms rapidly abated. 


Of John Swift’s contacts two became infected. His brother 
Alan fell ill 34 days later, and Brenda Wren, one of twins 
billeted next door, in 19 days. Brenda might, however, have 
been infected between September 20 and 26 when Bill Swift 
last went out 37 days before. 


Case 4.—Brenda Wren, aged 7, vomited repeatedly and 
refused all food. She was sleepy, and later her urine was as 
dark as beer, and she passed frequent pale stools but never 
showed jaundice in the face. She was away from school only 
two days. 

Case 5.—Alan Swift, aged 8, was taken ill gradually on 
November 17 with headache, drowsiness, and malaise, which 
kept him in bed next day, on which vomiting began. On the 
19th he was well enough to get up, and on the 20th to go back 
to school: but he was glad to return to bed that evening ; at 
the same time his nose bled and jaundice was noticed to be 
starting. He spent the rest of the week in bed with his symptoms 
abating. 

Mrs. Martin is Bill Swift’s sister and lives in East Dean. 
There was frequent intercourse between the two branches of 
the family, but she was able to give September: 24, the day on 
which Bill Swift was up in the middle of his illness, as the one 
occasion on which she had visited him while he was ailing. 


Case 6—Mrs. Martin, aged 23, began to feel ill during 
October 22 with terrible pains in the top of the head. She had 
to go to bed on the third day with the following symptoms, 
which she attributed to “ flu’: extreme irritability, sweats that 
soaked the bed, complete loss of appetite. continuous nausea 
and occasional vomiting, a full feeling in the stomach, photo- 
phobia, and drowsiness. Her urine was dark after the first day 
or two, but it was not till the fifth that she turned yellow, and 
the diagnosis thus became obvious. Her recovery was rapid 
but for troublesome nose-bleeding in the second week. 


Mrs. Martin infected two others—her daughter Margaret and 
a boy next door, Owen Finch. She was known to have been in 
the Finches’ house on the day before she went to bed, but 
thought that the boy was at school at the time. 


Case 7.—Owen Finch, aged 10, vomited on the morning of 
November 17 and again all night. He had a headache, pins- 
and-needles in his feet, was drowsy and irritable, sweated till 
his clothes were soaking wet, and refused his food. On the fol- 
lowing day his urine was dark, and on the next jaundice began ; 
he has been quite well since. 

Case 8.—Margaret Martin, aged 3, vomited three times in the 
night of November 24. The next day she was poorly and 
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irritable and her urine was dark, but she never showed any 
discoloration of her skin or eyes. On the 28th she had no 
symptoms ard no jaundice ; but on examination her liver could 
easily be felt, quite firm and smooth but not tender, half-way 
to the umbilicus. The spleen was not palpable. 

Finally, and presumably from Margaret although she slept 
in her mother’s room, Susan, the other child in the family, 
became affected about three weeks later. 

Case 9.—Susan Martin, aged 15 months, had an illness in 
which she seemed “ very fractious ” and poorly, with sleepiness, 
diarrhoea, and vomiting. She was “a little yellow.” The nurse 
noted that her urine was dark and her stool pale. 


The First Main Stream of Infection 


The outbreak had now finished in East Dean, and it was found 
to flow in two main, streams, which it will be best to follow 


* separately. In a house on the outskirts of Singleton lived a 


family of five adults and one child, friends of the Martins and 
Swifts, and two of them, Mrs. Hawk and John Hawk, fell ill 
on November 28 and 29, 37 and 38 days respectively after Mrs. 
Martin. The only common meeting was at a birthday party on 
November 9, when all were quite well ; but the Hawks had met 
the Martins individually, though seldom, and also at times when 
there was no illness. On the other hand, Mrs. Martin’s sister 
had been a constant visitor to both houses throughout the time 
when the Martins were successively ill, and may thus have acted 
as a carrier. 


Case 10.—Mrs. Hawk, aged 35, was taken ill suddenly at 
breakfast on November 28 with awful pains all round her 
stomach that made her sit still and hold a hot-water bottle all 
morning. She spent the next two days in bed feeling very ill 
and irritable and with a severe headache. The thought of food 
made her shudder, but she did not vomit. Her urine was the 
colour of tea ; but she herself did not notice any change in her 
eyes, though at the end of the week her husband remarked that 
she looked yellow. 

Case 11.—John Hawk, aged 10, had a very insidious onset to 
his illness. He was well when his mother succumbed, but began 
to ail during the same week with headache, malaise, irritability, 
and poor appetite. For a fortnight he vomited intermittently 
and complained of a constant pain in the top of the stomach. 
From December 20 his urine was dark for a day and a half and 
his stools were pale. 


The nature of the illness in these two was-not at first recog- 
nized, and in fact the colour of John’s urine was attributed to a 
surfeit of beetroot. Then, by comparing notes with the Martins, 
they decided that the illness had been the same as theirs. That 
they were right was shown by Mr. Hawk’s developing a severe 
attack of the disease 35 days after his wife. 


Case 12.—Mr. Hawk, aged 33, on January 2 suddenly felt 
a chill in the back and aching in the loins. He continued to 
work for two days more, but on the third day had to give up 
with a temperature of 103.8°. He was irritable and very sleepy, 
and ate nothing. His sweats were so profuse that the blankets 
were wet through to the top one. On the 7th his temperature 
was 97° and he got up feeling stiff ; on the next day he went 
back to work—driving a lorry. But he relapsed on the way 
home and his temperature rose to 102.8°. On the 10th his 
temperature was subnormal but he vomited three times, and on 
the 11th he began to turn yellow and his stool was clay- 
coloured. His symptoms then left him, and after an unspecified 
time -he was able to go back to work. But a week later the 
symptoms returned. This time, however, there was no evidence 
of deviation of his bile. Even at the end of March his 
“stomach was still readily upset.” 


The next victim in the Hawk household was John Eagle, who 
fell ill 22 or 28 days after Mr. Hawk. 


Case 13.—On January 24 John Eagle, aged 30, vomited. After 
this he remained quite well till the 30th, when he was taken ill 
suddenly while tobogganing and went to bed. The next day he 
had two rigors, was delirious, vomited twice, and had a tempera- 
ture of 105°. His doctor naturally suspected pneumonia. His 
condition remained much the same, except that there were 
profuse sweats but no more rigors, till on February 3 his parents 
were sent for. But his delirium ended next day and his condition 
rapidly improved: on the 3rd he had seemed to be in extremis ; 
on the 6th he was “ quite bright.” His urine was observed to 
be dark before the 7th, on which date jaundice was definitely 
noted: his eyes were yellow, but his skin only slightly so. Later 
his appetite became voracious, and he went home apparently 


well. Soon he had to go back to bed, feverish and vomit®g, 
but the jaundice did not return. 

Whether the next illness was truly hepatitis or influenza is a 
matter for conjecture. The patient was taken ill on February 9, 
16 days after Eagle—an unusually short incubation period for 


‘hepatitis. But he might, like Eagle, have been infected by Mr. 


Hawk 38 days before. 


Case 14.—Hubert Hawk, aged 25, came over hot and cold on 
February 9. Next day he was all right ; but the illness returned 
on the 12th with headache, pain in the back, sweating, avd a 
temperature of 102°. Unfortunately he left the district, and it 
was not possible to ascertain his subsequent history. 


Mrs. Hawk, who has already appeared as Case 10, was taken 
ill again 30 days after Eagle took to his bed. Her symptoms 
recalled to her the original attack. But if there was any doubt 
about the nature of the first there was none about the second. 


Case 15.—Mrs. Hawk was on March | seized more or less 
suddenly with “ terrific indigestion’ under her shoulder-blades 
and through the epigastrium. The next day she had to go to bed 
with a severe headache, shivering, sweats, a temperature of 
103.8°, nausea and vomiting. and complete loss of appetite. 
She could not bear the light. was drowsy but unable to sleep, 
and had pins-and-needles in her arms and cramps in her legs. 
The pain lasted only one day, and on the 3rd her urine was 
dark. Her symptoms now began to abate, and though by the 
6th she was intensely jaundiced, “like a Malay,” she felt well 
enough to get up. Her stools were clay-coloured. Later she 
was troubled with itching: and three weeks after the onset her 
eyes were still yellow and she had lost two stone in weight. 


By now there was only one survivor in the succession of 


victims in the Hawk family, and he succumbed about 26 days 
later. 


Case 16.—Cyril Hawk, aged 30, “ felt rotten ” for two or three 
days. On March 29 he had a bad back and a general ache 
all over his sides and chest. He had to give up work, and went 
to bed with a temperature of 101.8°, which persisted for five 
days. He sweated, was irritable, and vomited twice, but was not 
troubled by nausea or loss of appetite. He had cramp in his 
legs and feet. His urine turned dark before jaundice began on 
April 3, and recovery was then rapid. 


The Second Main Stream of Infection 


lt is now time to return to the other stream of infection. 
which had apparently ended with Alan Swift's illness on 
November 17. Nothing more was heard of hepatitis in the 
village of West Dean until Mr. Raven, the head master of the 
school, was taken ill early in January. On being informed of 
his attack a search was made for a connecting link between him 
and the last known case, and by reference to a school attendance 
register it was possible to trace a number of children who had 
been absent during the month of December. At this time colds 
had been prevalent, but in the end one child was found whose 
illness was very suggestive. 


Case 17.—Doris Gull, aged 10, was away from school from 
December 11 to 13. She said that she had felt cold, had had a 
headache and a temperature, and had vomited four or five times. 
When asked to describe the colour of her urine she said without 
hesitation that it was “ very dark brown.” Her hostess, however. 
could remember nothing of the child's illness except that she 
had had “a cold” with a temperature of 103°. She had not 
been jaundiced. 


Doris Gull’s illness therefore seems to have been a mild attack © 


of hepatitis coming 24 days after Alan Swift’s and 27 before 
Mr. Raven’s. : 


_Case 18.—Mr. Raven, aged 31, suddenly felt a pain below the 
ribs just before dinner on January 7. He felt sick, and shivered 
in the night. The next day he went to school, but had to give 
up during the morning and go to bed ; he took aspirin and for 
the next three days sweated profusely. Vomiting began on the 
9th and was persistent for three days. For the first eighteen 
days his temperature was never less than 100°. On the 13th 
his doctor noted the presence of albuminuria. About a week 
after the beginning of the illness jaundice appeared, spreading 
all over the body. His urine was the colour of dark sherry 
intermittently almost from the onset. His bowels were loose 
and his stools very pale. Recovery was gradual, but he was 
guite well in a month. On examination on the 18th day, when 
the pyrexia was coming to an end, he was tender under the 
costal margin, but neither liver nor spleen could be felt. 
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There can be little doubt that Mr. Raven was the means of 
infecting the next five cases—his wife, and four children who 
attended the school. As regards these latter the incubation 
period can be assessed with an unusual degree of accuracy. The 
head master was taken ill on the day before the beginning of 
term. On the first day of term he went to school in the 
morning only, and it must therefore have been between 9 a.m. 
and noon on January 8 that he passed on the infection. Of the 
children infected two were taken ill on February 6, one on the 
7th, and one on the 8th, giving an incubation period of 29, 30, 
and 31 days respectively. And as they lived in the village, 
an isolated farmhouse, and the hamlet of Binderton, a mile 
to the south, there was no likelihood of their having caught 
it elsewhere. Mrs. Raven, whose infection could scarcely have 
been contracted earlier than the 7th, the day on which her 
husband first felt ill, herself succumbed 24 days after him. 

It is unnecessary to enlarge on the clinical features of most 
of these and subsequent attacks. Suffice it merely to say that 
they conformed in all essential particulars with those that have 
already been described, with the exception that in them for 
the first time in this outbreak conjunctivitis was noted. The 
eyes were not deeply bloodshot, but had a suffused and bleary 
look ; and while it was not a symptom which the relatives 
volunteered, it was one about which they seemed to have no 
doubts. Though it is more typical of spirochaetal jaundice, 
this sign was found by Bates (1936) to be a valuable diagnostic 
test. 

Case 19.—Mrs. Raven, aged 34, fell ill gradually on Feb- 
ruary I and turned yellow on the eighth day. Her eyes were 
slightly congested then, and she was much troubled by itching 
during convalescence. 

Case 20.—Edward Daw. aged 9, of Binderton, began a typical 
—_ on February 6. His eyes were pinkish before they turned 
yellow. 

Case 21.—Stephen Rook, aged 8, also of Binderton, sickened 
for an attack with jaundice on February 6. 

Case 22.—Mary Crow, aged 9, in a remote farmhouse. 
sickened for a similar attack on February 7. 

Case 23.—Tom Chough, aged 12, West Dean, was taken ill 
in school on February 8 and developed slight jaundice on the 
10th. His eyes looked “as if he had got a cold in the corners.” 

The subsequent history of the families of these victims is 
interesting. Stephen Rook passed on the disease 20 days later 
to a girl billeted in his home, but she took it so mildly that dark 
urine was the only certain evidence of its nature at the time, 
and her hostess noticed this only because she had been warned 
to be on the look-out for it. At this point the chain of 
evidence snaps, for the last case in the outbreak also came from 
the same house and occurred on April 29, 62 days later. At 
the time circumstances prevented a proper inquiry, but in retro- 
spect it is tempting to halve 62 and to suggest that a missed case 
intervened on about the 31st day. 

Case 24.—Helen Drake, aged 10, living with the Rooks, felt 
sick on February 26 and was kept in. .The following day her 
urine was dark, and she spent the next six days in bed. She had 
no appetite and felt ill, but never turned yellow. 

Case 25.—Elizabeth Rook, aged 13, fell ill with a cough and 
malaise on April 29. She continued very poorly, with general 
and gastric symptoms, till May 10, when jaundice was well 
established. Her eyes had been red. 

But though there was no more jaundice to report from the 
houses so far infected, the history of illness had not come to 
an end. On February 27, 20 days after Mary Crow had been 
taken ill, her two brothers had to stay in bed. They were 
alleged at the time to have had “colds,” but it is tempting to 
suggest that there may have been some other explanation of 
their illness, though impossible to prove it. 


Cases 26 and 27.—Hugh and Willie Crow, aged 4 and 7, were 
feverish on February 27 and were kept in bed for three days. 
Hugh had a sore throat, Willie had not ; Willie vomited, Hugh 
did not. But they both had headaches, refused all food, slept 
the whole of the first day, and had bleary eyes. 

Another interesting example of a similar type of illness came 
from the Daw household. Edward had had hepatitis on 
February 6. Some 30 days later, between March 8 and 11, the 
rest of the family save his father went down with “ flu.” 


Cases 28 to 32.—Mrs. Daw and four children aged 3 to 13. 
Individual details are lacking, but headache, nausea, drowsiness, 


complete loss of appetite, and * pinching ” pain in the stomach 
were all given as common early symptoms. Later they 
developed coughs. One vomited ; but none appeared to show 
any evidence of jaundice. 

One further case remained—that of Florence Reeve, who was 
employed in a local hotel and was taken ill on April 17. 
Again no case of hepatitis was known in her neighbourhood, 
and the only cases in the district had been unconnected with 
her ; but a little sister, aged 9, had been poorly for a week in 
March with “flu,” in this case characterized by tiredness and 
refusal to eat her food. There had been no bile in the urine and 
no vomiting, and no one had taken much notice of her indis- 
position. Had this child, then, acted as an unrecognized link 
between Florence and the cases in the school about February 7, 
69 days before? 

Case 33.—Florence Reeve, aged 19, was taken ill gradually 
from April 17 and began to turn yellow on the 23rd. 


The Clinical Features and their Significance 


The typical attack of hepatitis has been well represented 
in the foregoing case histories. Its symptoms are not 
specific enough to make a diagnosis easy except in times 
when the disease is known to be prevalent. But its eventual 
recognition is certain. In its severest form the differential 
diagnosis is even more difficult. In this series Case 13 was 
at first thought to be one of pneumonia. Where headache, 
drowsiness, and fever are the predominating symptoms, 
with occasional vomiting, and maybe photophobia, the 
picture may resemble that of meningitis. Where pain is 
very severe an “ acute abdomen” may seem to exist. And 
there is always the typhoid group of fevers lurking in the 
diagnostic background. Moreover, one attack gives no 
lasting immunity (Cases 10 and 15), and so a history of 
previous infection does not entirely exclude a diagnosis of 
hepatitis. No doubt help in recognizing hepatitis at an early 
stage (and particularly in distinguishing it from Weil’s 
disease) could be obtained from a white blood count, which 
in hepatitis would usually give a figure below 8,000 with 
either a relative lymphocytosis or a monocytosis, or both* 
(Martland and Winner, 1939). But most cases will remain 
in doubt till bile appears in the urine, an event which nearly 
always precedes the appearance of jaundice in the eyes, and 
is therefore well worth special observation. 

An interesting variant on the usual course of the illness 
is the relapsing type, seen in Cases | and 5, in which an 
apparent recovery is followed rapidly by the return of 
symptoms and the appearance of jaundice. Now reference 
to a rather scanty literature on post-mortem appearances, 
which has been well summarized by Findlay, MacCallum, 
and Murgatroyd (1939) and is supported by biopsies carried 
out by Roholm and Iversen (1939), shows that the evidence 
is overwhelmingly in favour of the disease process being a 
diffuse hepatitis without involvement of bile ducts. But 
there are a few apparently well-authenticated cases in which 
the reverse has been the case. The varying colour of the 
stools, too—in some cases clay-coloured, in others not 
(Martland and Winner, 1939)—seems to suggest that the 
obstructive element is a very variable one ; and, moreover, 
there is no doubt at all that the liver can be severely 
damaged without jaundice developing. Can this relapsing 
type of illness bring the two theories into line? On such a 
hypothesis the first attack would be a diffuse hepatitis not 
producing jaundice ; then as the patient begins to show signs 
of recovery the obstructive element is added and he turns 
yellow. There would thus be some cases—the majority— 
in which the jaundice was purely hepatitic in origin, others 
occasionally in which it was obstructive, and others in 
which the two forms coexisted or followed one another. 

Another interesting feature is the existence of hepatitis 
without jaundice, a fact generally overlooked in previous 
reports, though Bates recalls the presence among 65 cases 
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of 6 who “showed no jaundice of conjunctiva or skin 
although bile was present in the urine and the liver was 
enlarged,” thus providing a striking clinical confirmation 
of Case 8 above. Cullinan (1939) quotes a case reported 
to him by A. W. Franklin in which “a child who had been 
vomiting and unwell for a few days had a slightly tender 


liver but no jaundice. In the morning there were bile pig- 


ments in the urine ; in the afternoon they had disappeared.” 
Jaundice, in fact, is a symptom—only one symptom, and a 
very variable one at that—of a disease in which it is of no 
greater significance than a scarlatinal rash is in the case of 
haemolytic streptococcal infection. To refer to the underly- 
ing disease as “ jaundice ™ is thus to fix attention on a single 
feature, with all the danger, now so familiar in the case 
of scarlet fever, of obscuring the existence and importance 
of cases in which this feature is not present. Hepatitis can 
exist with jaundice or without, with bile obviously present 
in the urine, and with bile noticed only by the expectant 
observer. It would be reasonable to suppose that the same 
disease process may exist in what is apparently a completely 
abortive form with nothing but temporary symptoms 
attributed to “ acidosis,” “ gastritis,” “‘a bilious attack,” or 
any of the dietary indiscretions which are always easily to 
be found. (Besides a white blood count the intradermal 
histamine test described by Cullinan would no doubt be a 
help in differentiating these illnesses if it could be applied.) 
The idea of hepatitis as an unrecognized but not usually 
an unrecognizable illness may at any moment assume great 
practical importance, and perhaps has only avoided doing 
so already by remaining to a very large extent a disease of 
children. Hepatitis has followed the use of human serum 
for the purpose of immunization (Findlay et al., 1939). An 
abortive attack of the disease in a blood donor might have 
disastrous results, the scale of which would depend only on 
the question whether a single transfusion or pooled immune 
serum was involved. 


Some Epidemiological Considerations 


Infectivity——That the patient becomes infective very early in 
the disease there can be no doubt. Mr. Raven, for instance, 
had been ill for less than twenty-four hours when he passed 
the disease on to the four school children. It is quite likely that 
by the end of about a week from the onset of symptoms the 
patient has ceased to be a danger to others. This is very much 
the same conclusion as that arrived at by Pickles (1939), who 
has allowed sufferers to return to school at the end of a fort- 
night and has had no case of infection after their return. In 
the series of cases just described there is no instance of infection 
being certainly, or even probably, due to a sufferer after this 
time. 

Incubation Period.-Where the precise moment of infection is 
so vague it is obviously usually impossible to find the exact 
incubation period. The case of Mr. Raven provides an almost 
ideal basis for the calculation, and gives 29 to 31 days. Most 
authorities now agree with Booth and Okell (1928), who fix the 
limits at 20 to 41 days. All the cases in this series fall within 
this period except perhaps Case 4, Brenda Wren, who, as already 
noted, may have belonged to the longer incubation group of 
37 days. There was no evidence at all that the period could be 
the short one of about 4 days favoured by Glover and Wilson 
(1931). 

Means of Spread.—The most arresting, if not the only well- 
authenticated, instance of hepatitis being spread by water is the 
Mount Allison outbreak described by Fraser (1931). In the 
Lavant Valley series there was no common supply or other 
evidence pointing to such a source. Nor could food be sus- 
pected. Various animals suffer from hepatitis—horses (Findlay 
et al., 1939), dogs (Pirrie, 1937), pigs (Anderson and Tulinius, 
1938), rodents (Bell Walker, 1938)}—but though special attention 
was given to the possibility of animal vectors no such could be 
discovered, and there was no likelihood of an insect vector being 
involved. All the evidence points to direct spread from case 
to case. There is a possibility that a healthy carrier was 


responsible for transferring the disease from the Martins to the 
Hawks, though in this case the evidence was not as conclusive 
as in two cases already reported from the county (Newman, 
1939). Finally, there can be no doubt of the extreme impor- 
tance of missed cases, which, as is shown by Cases 8, 10 or 11, 
17, and 24, may be just as dangerous as florid cases with 
jaundice. 

It is when we come to the means by which one patient infects 
another that accepted theories least bear scrutiny. Throughout 
the epidemic it was apparent that the disease spread in series 
in each family, a feature already noted by Pickles as being 
without counterpart in any other disease. He attributes this 
to the fact that it is not very infectious, and then for only 
a short time. He considers that the means of spread is by 
droplets. That it is not very infectious there can be little 
doubt: witness its failure to establish itself widely in either of 
the two schools at risk. But if infection is by droplets, why did 
the victims appear in series? If Mrs. Hawk, for instance, was 
ejecting thousands of infective droplets, why was Mr. Hawk the 
only one involved when three known susceptibles were con- 
stantly present? And that this could not have been a mere 
coincidence, or due simply to the closer contact between 
husband and wife, is shown by the same fact being observed in 
the Swift, Martin, and Rook households. Again, the lack of 
close contact noted by Bashford (1934) appears strikingly in this 
series. Sparrow and Swift were quite unknown to one another. 
Even mere remarkable is the fact that when Mr. Raven went 
to school on the morning of January 8 and infected four 
children, there was no general assembly as there usually is on 
the first day of term, and he was quite positive that he could 
have done no more than pass through the rooms where the 
children were sitting. In the light.of this we are forced back 
to the rather unsatisfactory explanation—if it can be called an 
explanation—of the infection being air-borne. 

But if an air-borne infection accounts better than the droplet 
method for the infection of remote contacts, it is as ineffective 
as the droplet method in explaining the phenomenon of infec- 
tion in series. Receptivity to infection in this disease, whatever 
its means of direct transference, cannot have been continuous, 
or else infection in parallel would have been commoner. The 
only apparent explanation is that receptivity must be phasic or 
intermittent. The liver and bile ducts, which all agree to be 
the organs involved, are essentially phasic in their activities. On 
this assumption immunity to the noxa of hepatitis is far from 
absolute, but waxes and wanes over short periods of time ; and 
the chances of a congregation of people ail being in the same 
phase of susceptibility at the same moment are so much 
reduced as to make the probability of spread in parallel much 
less. At the same time this would account for a person 
escaping, even though exposed to an intermittent or short 
infectivity, only to succumb at a later date to otherwise pre- 
cisely similar conditions. 

The Attack Rate.—The attack rate in the houses involved is 
shown in the following table: 


Age: | 20+ | 15+ | $+ 0+ Total 


Exposed .. 
Clinically infected 


33 4 27 8 72 
7 (21%) | 3 (75%) | 12 (44%) | 2 (25%) | 24 (33%) 


This again, making allowance for the abnormally high incidence 
in the adolescent (over 15) group due to the small numbers, 
confirms Pickles’s observation that “in country districts . . 

all those who have not previously suffered are fair game, what- 
ever the age ” ; but the schools were clearly not the only impor- 
tant factor in facilitating the spread. Pickles is one who sub- 
scribes to the common belief in the relatively higher suscepti- 
bility of a rural population, pointing out that an outbreak in 
Leeds on the same scale as his own in Wensleydale would have 
produced 25,000 cases. This apparent immunity of the towns 
is an interesting phenomenon not apparently to be accounted 
for by repeated exposure to clinical cases. It may be, though, 
that besides the question of individual insusceptibility the 
abortive case is of significance in this connexion. If mild 
hepatitis is a common disease it might well be the means of 
producing a more or less stable state of herd immunity, each 
town dweller being repeatedly in contact with “ bilious attacks.” 
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The same reason might explain the fact that adults are in general 
less liable to attack than those aged 6 to 10, on whom the highest 
incidence nearly always falls. 

Control.—Infective or epidemic hepatitis is an infectious 
disease directly transmissible from man to man, and the question 
therefore arises, What steps can be taken to check it? The first 
essential is that its infective nature should be generally recog- 
nized, and this is not the case at present even within the 
medical profession. Doctors remember it as having been 
described in the textbooks under the section of diseases of the 
liver, and their difficulties are increased by a confusion in 
nomenclature which is so pronounced that one observer (Lisney, 
1937) classifies “infective hepatic jaundice” and “simple 
catarrhal jaundice” as diseases to be differentially diagnosed 
from “epidemic catarrhal jaundice.” The name “ infective 
hepatitis ” is a good one because it signifies the infective nature 
of the condition, does not stress the single symptom of jaundice, 
which may be absent, and indicates what is certainly the 
commonest, if not the invariable, pathological process. Control 4 
of an infectious disease usually involves early diagnosis, notifica- 
tion, isolation of the victim, and restriction of the activities of 
contacts. Early diagnosis is, as already pointed out, an ideal 
unlikely to be attained at first. Notification would certainly be 
incomplete owing to the failure to recognize abortive cases ; but 
the information provided would’ be of great epidemiological 
interest, and the knowledge that the disease had appeared in a 
particular area might help towards the early recognition of other 
cases. Isolation of the sufferer would do little to check the 
spread of a disease which had probably been already trans- 
mitted. And in view of the long incubation period and the 
generally mild character of the illness, it would scarcely be 
worth while restricting the activities of a contact for some five 
weeks unless there was a reasonable certainty that he would 
become a more serious menace during that time than is actually 
the case. 


Infective hepatitis has repeatedly appeared under war con- 
ditions, sometimes on a large scale, and may at any moment 
become an important cause of incapacity. Once a case has 
appeared, whether it be in a private house, school, hostel, or 
Service unit, the medical officer should be on the look out for 
secondary cases. Contacts should not be restrained from their 
usual activities, but should be warned that the appearance of 
gastric symptoms in about a month’s time must be reported 
immediately, so that these can be treated at once, until either the 
diagnosis has been disproved or the short period of infectivity 
is passed. 


Summary and Conclusions 


Infective or epidemic hepatitis, synonymous with “ catarrhal 
jaundice,” is a tairly common infectious disease which spreads 
direct from person to person and tends to appear in series at 
intervals of about a month. Its period of infectivity is short. 

There is a need for a simplification of its nomenclature and a 
wider recognition of*its infective properties. 

Jaundice is a common but not an invariable symptom, ahd 
the abortive case without it is of pathological interest and of 
epidemiological importance, in relation both to the direct spread- 
ing of the disease and to the use of human serum for therapeutic 
purposes. 


Clinically the disease usually runs true to type, but may simu- 
late not only Weil's disease but acute catastrophes of the lungs, 
abdomen, or central nervous system. The appearance of bile 
in the urine is usually the first definite evidence of the nature 
of ihe illness. Second attacks are possible. 


The evidence suggests that susceptibility is phasic. The 
droplet theory of its means of spread is not altogether satis- 
factory. 

It is apt to appear under wartime conditions, and the best 
hope of checking its spread lies in the prompt recognition and 
removal of secondary cases rather than in an indiscriminate 
adherence to the usual methods of controlling infectious disease. 


My chief thanks must be to the subjects of the inquiry, 
who never failed to enter enthusiastically into the game of 
tracking down the disease. I also gladly acknowledge my debt 
to Dr. W. S. Coltart for telling me of all the patients he had to 
treat, and to Dr. D. R. Smedley, the then county medical 
officer, for allowing me every facility for the investigation and 


for permission to publish it. Advice and encouragement have 
come, too, from many others, to all of whom [ am much 
indebted, notably to Drs. J. Alison Glover, M. Greenwood, and 
C. E. Newman. 
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VALUE OF PROCAINE INFILTRATION IN 
THE DIAGNOSIS AND TREATMENT 
OF FIBROSITIS 


BY 


E. J. MOYNAHAN, M.R.CS. 
Flight Lieutenant, R.A.F. 


AND 


E. S. NICHOLSON, B.M., B.Ch. 
Flying Officer, R.A.F.V.R. 


Fibrositis is the name introduced by Gowers to describe 
the painful “rheumatic” condition of the muscles and 
fasciae which has been variously designated ‘ muscular 
rheumatism,” “ myalgia,” ‘‘ myositis,” and myofascitis 
in general; as “stiff neck,” “torticollis,” “ rheumatic 
cephalalgia,” brachialgia,” pleurodynia,” lumbago, 

“ sciatica,” and a host of other names depending upon the 
locality of the symptoms. Its indefinite aetiology and patho- 
logy, and the lack of biochemical changes, have caused 
many clinicians, particularly in America, to doubt its exis- 
tence as a Clinical entity, and it must be confessed that, con- 
sidering the vague descriptions often given, combined with 
the confused and varied terminology, this is small wonder. 
Therefore we put forward a strong plea for standardization 
in the nomenclature and a return to the original name given 
by Gowers until our knowledge of the aetiology and 
pathology is placed on a sound basis. 


Incidence 


Fibrositis is one of the commonest maladies of temperate 
climates ; it has been stated that sooner or later most indi- 
viduals suffer from one or more attacks in the course of 
their life. It is rare in tropical and Arctic regions (Hill, 
1939), Davidson and Duthie (1939) have estimated that 
300.000 new cases of rheumatic disease requiring medical 
attention occur annually in Scotland alone ; of these, 18% 
are of the fibrositic group. Copeman (1940) has drawn 
attention to the high incidence of the malady in the B.E.F. 

It affects both sexes and all ages, but is commonest In 
middle and later life, particularly in the male (Bach, 1935). 
Occupation and increased liability to trauma may account 
for this. Exposure to damp and chill is also a factor deter- 
mining its incidence, so that a large number of cases will 
undoubtedly occur in the coming winter as a result of the 
“ shelter-life ” necessitated by air raids. 


Aetiology 
The aetiology of fibrositis is unknown, and, like most 


conditions the cause of which is obscure, many agents have 
been incriminated. Among the more generally accepted 
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causative factors are damp and exposure to inclement 
weather, trauma, metabolic errors, infection, and chill ; less 
commonly accepted causes include focal sepsis, fatigue, 
intestinal intoxication (Albee, 1934), gout (Buckley, 1938), 
electrolytic imbalance and endocrine dysfunction (Gutstein, 
1938), and allergy (Buckley, 1938). Fear and worry may 
precipitate or maintain an attack. Attention has recently 
been drawn to the possible role of psychogenic factors in 
rheumatic illness (Halliday, 1937; Gordon, 1939). Gratz 
(1937), among others, considers chronic strain to be an 
important factor. Wesson (1938) believes faulty posture 
and occupation to be significant: the interesting work of 
Klinderova (1940) would seem to lend support to this 
opinion, and the wearing of high heels may be responsible 
for the condition in many women and girls. An epidemic 
form of myalgia has been described (Howard, 1938), but as 
this is probably a true infectious disease it should not be 
classed as a form of fibrositis. There are also secondary 
types of fibrositis associated with gonorrhoea, rheumatic 
fever, various forms of arthritis, tuberculosis, gout, etc. 
(Comroe, 1940; Slocumb, 1936; Buckley, 1938). In the 
present series trauma appears to be the commonest factor, 
but, as Hench et al. (1936, 1938) have pointed out, each 
author tends to find a cause in his own specialty, so we 
shall refrain from comment. : 


Pathology 


A preliminary consideration of the anatomy and histology 
of connective tissue before we discuss the vexed question 
of the pathology of the malady will be helpful, as fibrous 
tissue is generally believed to be the site of the lesions. 
Connective tissue is the matrix of fibrous and cellular 
material in which the more highly organized structures of 
the body lie. It varies greatly in consistency, from a 
delicate reticulum of loose texture,.the meshes of which 
contain tissue fluid, to thick firm fibrous sheets. It is these 
latter which are the commonest sites of fibrositis. There 
are two elements in connective tissue—the fibres and the 
cells. There are two kinds of fibres—collagenous or white 
fibres, common in the great fasciae of the back ; and elastic 
or yellow, best seen in the ligamentum nuchae. The 
collagenous fibres are arranged in bundles and, except when 
under tension, run a wavy course. They are highly resistant 
to tensile strain, ‘and are composed of an albuminoid— 
collagen. The elastic fibres, less common than collagenous 
ones, run singly, branch freely, and anastomose together. 
They too are composed of an albuminoid—elastin. Recent 
work has shown that the primary functions of these fibres 
are to resist tension and to retain the shape and contour of 
the various structures which they contain (Le Gros Clark, 
1939 ; Rouvitre, 1939). This might indicate the importance 
of trauma in fibrositis, as it has been shown that the 
collagenous fibres are laid down in the direction of and in 
response to the tensile forces acting on them, and in that 
case “the fibrous nodule might be considered as the first 
stage in the production of a fibrous strengthening to a fascia 
which is subjected to repeated trauma or chronic strain. 
The example of adventitious bursae at once comes to the 
mind. 

The cells of connective tissues are principally of two 
types—fibroblasts and histiocytes. Fibroblasts are fixed 
cells and are the producers of the collagenous fibres, 
Stearns (1940) having determined that the fibres are laid 
down by the fibroblasts extracellularly. They also play a 
part in the water-balance of the tissues (Le Gros Clark, 
1939), and one is tempted to speculate that the diffuse pains 
in febrile illness may be due indirectly to some biochemical 
change which interferes with the water-absorptive power of 
these cells. The histiocytes, on the other hand, are chiefly 


phagocytic in function, and form part of the reticulo- 
endothelial system; they are therefore of importance in 
inflammation. Certain other cells are also found in con- 
nective tissue—mesenchyme cells, mast cells, plasma cells, 
fat cells, and pigment cells—the precise function of which is 
obscure. 


Our knowledge of the pathology of fibrositis is vague. 
Few authors have given any clear-cut pictures of what they 
believe to be the fundamental lesions (Hench ef al., 1938; 
Comroe, 1940), and, as stated above, American workers 
have denied its very existence for this reason. Stockman 
(see Buckley, 1938) has described an inflammatory hyper- 
plasia of the white fibrous tissue in which the fibres become 


. swollen and there is fibroblastic proliferation with exuda- 


tion of serum. Slocumb (1936) describes three stages of the 
condition, in the first of which there is “an inflammatory, 
sero-fibrinous exudate of low grade, with proliferating 
fibroblasts and newly formed blood vessels.” If the inflam- 


‘matory process is more severe and of longer duration, there 


supervenes the second stage, in which “ indurated, local, 
tender, thickened tissue or frank, gross subcutaneous 
nodules” are produced. These may become firm, and in 
them may be found dense inflammatory hyperplasia of 
fibrous tissue, thickened blood vessels, and inflamed nerve 
fibrils. There is no leucocytic reaction. In the third stage, 
when inflammation has passed spontaneously or as the result 
of treatment, “some indurations may disappear; others 
remain as painless thickenings or nodules.” The literature 
on the nodules is confusing. Some authors deny their 
existence, and there does not appear to be any character- 
istic feature in the descriptions given; in many accounts 
the morbid histology is vague, and in no way can the 
nodules be said to resemble those found in rheumatic fever 
and known as Poynton-Aschoff nodes. In our experience 
the nodules were not a constant feature of the malady, 
clinically: they are absent more often than not. 


Gratz, using an air-injection method of radiography 
(Gratz, 1936, 1937 ; Carty, 1936), investigated the causes of 
backache, and has thrown some light on the pathology of 
fibrositis. In those papers he discusses the physical proper- 
ties of tendons and fasciae, showing that trauma and shear 
play a part in the aetiology of backache. He attributes the 
pain in this condition, first, to fascial adhesions interfering 
with the normal motion of the muscles, and, secondly, to 
their involvement of nerves. He maintains that the fascial 
spaces between muscles and round nerve trunks are com- 
parable to joint spaces. They allow gliding movements of 
these structures on each other, are lined with flattened 
mesomelial cells, and are lubricated with lymph. Gratz 
holds that trauma causes inflammatory changes, charac- 
terized by round-celled infiltrations, which lead to the 
development of adhesions in the fascial spaces. Such in- 
flammatory changes involving nerves would readily account 
for the symptoms of lumbago, etc. (Watson-Jones, 1937). 
Gratz has demonstrated these adhesions in the cadaver, and, 
using the method of air-injection radiography known as 
fasciography or pneumofasciography, has shown them to 
be present in the living subject. Gutstein-Good (1940) 
suggests that there is a disturbance of the local circulation 
at the site of the lesion, a condition of the blood vessels 
induced by vasoconstriction (stimulation of sympathetic 
fibres). This is the “ vasomotor disequilibrium” hypo- 
thesis of Leriche (Leriche, 1927, 1928 : Watson-Jones, 1940 ; 
Moynahan, 1939). It offers an explanation of the thera- 
peutic action of procaine in many cases of the malady. 

There are no characteristic biochemical or blood changes 
in fibrositic conditions. The blood picture is usually 
normal, as is the blood chemistry. The blood sedimenta- 
tion rate is usually within normal limits: this may help to 
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differentiate it from various forms of arthritis with which 
fibrositis may be confused clinically. Albee (1934) has 
found histamine in “large quantities” in the stools, and 
in some cases abnormal findings have resulted from the 
laevulose-tolerance test. The finding of a raised blood 
uric acid should lead one to suspect gout as the underlying 
cause of repeated attacks of fibrositis. 

Hench ef al. (1936, 1938), in their critical reviews of the 
subject, point out that the unsatisfactory position of the 
pathology of fibrositis is due to the lack of “ formal studies 
with microphotographs showing as well as possible the 
vague reactions which are considered so basic, and the fact 
that most authors merely restate oft-repeated comments.” 
This state of affairs is likely to continue until large series 
of biopsies are properly studied and until our knowledge 
of the physiology of connective tissue and the minute 
anatomy of sensation in muscles and fasciae is more 
complete. 

Symptomato!ozy 

The symptoms of fibrositis are characteristic, and consist 
of pain, stiffness, and soreness or tiredness of the affected 
‘tissues, sometimes associated with spasm of the affected or 
related muscles. The character and distribution of the pain 
vary with the site of the lesions. Pain may be continuous 
or intermittent, sharp or dull, easily located or diffuse. It 
is usually made worse by moving the affected part, and 
eased by relaxation of the muscles acting on that part. 
When it is remembered that the fibrous tissue anywhere 
in the body may become the site of a fibrositic lesion it 
occasions little surprise that the symptoms are so protean. 
The work of Lewis (1934, 1938) and Kellgren (1938, 1939) 
on referred pain in muscle and on somatic pain generally 
has enabled us to explain the somewhat varied sympto- 
matology that fibrositis may present. As a result of their 
work it is firmly established that pain arising from muscle 
can be referred to some distance from the site of the lesion. 
Kellgren (1938b) has shown that the distribution of this 
referred pain is segmental. He has further shown that pain 
arising from the more superficial structures is located by 
the patient with greater accuracy, and that a deeper-seated 
lesion gives rise to pain which is diffuse and is usually 
referred away from the site of the lesion. Lewis and 
Kellgren (1939) are of the opinion that pain arising from 
a viscus is referred along the same path as that from 
somatic structures, and that the referred pain of visceral 
disease is identical with that arising from somatic structures. 
This is not in agreement with the views of Pollock and 
Davis (1935) or Morley (1937), but it provides an explana- 
tion for certain cases of fibrositis which clinically resemble 
intra-abdominal or intrathoracic disease. 

Gutstein-Good (1940) interprets the syndrome of fibro- 
sitis, or “idiopathic myalgia” as he terms it, in the light 
of this work, as a vasomotor disturbance of muscle. 


Points in the Differential Diagnosis 


The diagnosis can usually be made on the history and 
symptoms alone, the presence or absence of nodules being 
of little diagnostic significance. As the lesions occur 
almost anywhere the malady may be confused with prac- 
tically any painful disease. It has been the custom in most 
textbooks to warn the practitioner of the danger of mis- 
taking a serious disease for fibrositis; but following the 
work of Lewis and Kellgren, Harman and Young (1940) 
and Gutstein (1940) have described cases in which the 
Opposite may occur, and fibrositis may be confused with 
a more serious malady. If the possibility that the patient's 
symptoms are caused by a fibrositic lesion is not borne-in 
mind he may be subjected to a major surgical intervention 
for his “ chronic appendix pain ”*—which may well have 


been the fate of Case 4, described below—or in a case of 
pectoral fibrositis be condemned to a long period of in- 
validism as a sufferer from angina: this is in agreement 
with Lewis and Kellgren’s view that visceral and somatic 
pain are identical. Procaine injections are of diagnostic 
value in fibrositis, and if the symptoms are not relieved 
following the injection, then the condition is not a fibro- 
sitis, and another cause should be sought. 

Epicranial and cervical fibrositis frequently give rise to 
headache, and Cyriax (1938) has pointed out that these con- 
ditions are usually forgotten in cases of recurrent headache. 

Pectoral fibrositis simulates anginal attacks, and inter- 
costal fibrositis pleurodynia”) simulates pleurisy. 
Recently Paul Wood (1941) has drawn attention to the role 
of fibrositis in cases of effort syndrome. The differential 
diagnosis of lumbar and gluteal fibrositis is that of lumbago 
and sciatica, and is likely to lead to most errors ; in those 
cases radiographs should be taken to exclude organic 
changes in the spine, and a careful examination of the 
central nervous system be made so as to exclude organic 
disease in that system. Kellgren (1941) has given an ex- 
cellent account of the differential diagnosis of sciatica, and 
has shown the value of procaine as a diagnostic and thera- 
peutic aid. Periarticular fibrositis is often confused with 
some form of arthritis, but the characteristic radiographic 
changes in the latter should enable the diagnosis to be 
made. 


Treatment by Procaine Infiltration 


It has recently been found that injections of procaine 
hydrochloride into the tender areas of the structures in- 
volved in cases of fibrositis give instant and often lasting 
relief (Kellgren, 1938a; Gutstein-Good, 1940; Button, 
1940). The technique is very simple, and its success depends 
upon an accurate mapping out of the areas tender to 
pressure. The importance of this cannot be over- 
‘emphasized, as failures result if all the tender areas are not 
identified and infiltrated. For the revealing of these tender 
spots Dalton (1939) has drawn attention to the value of 
careful examination with a small electrode through which 
a faradic or sinusoidal current is flowing, but for practical 
purposes digital palpation will suffice. These areas should 
be marked on the skin and, after cleansing, a wheal should 
be raised by injecting a small quantity of procaine over 
the site of the lesion. The needle should then be driven 
down until the tender spot is reached ;.2 to 3 c.cm. of the 
solution should then be infiltrated. The injection gives 
immediate relief to the pain, and any associated tenderness 
or muscle spasm disappears at once. A dental syringe and 
needle are probably best for the infiltration. 

The pain returns in a certain number of cases some hours - 
after the injection—not unlike the “ after-pain ” following 
“ procainization ” of a sprain. This pain usually wears off 
in a few hours, and is probably due to the procaine itself. 
The patient should be encouraged to move the affected 
part freely and to carry on with his normal occupation. 
In most cases one injection will suffice, but some will require 
a repetition. It is also of importance ‘to inject every tender 
area found, and we invariably persevered until the patient 
was completely free from pain at the first sitting. “ Blind” 
injections of large quantities of procaine in the hope that 
the tender spot will be infiltrated by chance are usually 
useless and should not be done. 


Typical Cases 


Case 1.—An officer aged 56 complained of pain in the region 
of the right and left sacrospinalis and at the attachment of the 
gluteal muscles. ._The pain radiated down both legs along the 
distribution of the sciatic nerves. All movements of the lumbar 
spine were limited. The central nervous system showed no 
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abnormal signs. He had had a fall six weeks previously, since 
when pain had persisted. No relief followed the usual treat- 
ment by rest, massage, heat, and diathermy. Radiographs of the 
spine revealed no bony injury, but there was evidence of early 
osteo-arthritic changes in the lumbar region. Numerous tender 
spots were found by palpation, and each was infiltrated with 1 to 
2 c.cm. of procaine. Severe exacerbation of the pain followed 
some hours after injection. The injections were repeated for 
three more days, and resulted in complete relief except for some 
stiffness, which responded to short-wave diathermy. He had 
had no relapse when seen two months later. 


Case 2.—An airman aged 28 was involved in a motor accident 
six days previously, and was admitted to an E.M.S. hospital, 
where radiography revealed no bony injury. He was discharged 
to his unit perfectly well. While returning he was lifting his 
kitbag, when he felt a violent pain in the left lumbar region 
which caused him to collapse in the street. He was unable to 
get up, and was carried into hospital on a stretcher. Examina- 
tion showed four tender areas along the attachment of the left 
gluteus maximus, with pain referred along the course of the left 
sciatic nerve. Movements of the trunk and left leg were limited 
by pain. No abnormal signs were observed in the central 
nervous system. A few cubic centimetres of procaine were 
injected into the tender areas and the pain was immediately 
abolished. He was able to walk to his barracks, and when seen 
the following day had almost recovered. Three months later 
there had been no recurrence. 


Case 3.—An airman aged 23 complained of stiff neck follow- 
ing a night spent in a damp air-raid shelter. All movements of 
the neck were limited by pain, which radiated into the occipital 
region and down towards the left shoulder. Two tender spots 
were found in the trapezius about one inch to the left of the 
midline just below its occipital attachment. Procaine infiltration 
gave immediate and lasting relief. 

Case 4.—An airman aged 26, who had been suffering from 
attacks of pain in the right iliac fossa at intervals for two years, for 
which appendicectomy had been performed six months previously 
without relief, reported sick with the same symptoms. Exam- 
ination revealed the presence of three tender areas just to the 


right of the midline in the region of the eleventh and twelfth. 


dorsal vertebrae. These were infiltrated with procaine. The 
pain was abolished, and when seen again he was free from 
symptoms. There has been no recurrence. 

Case 5.—An officer aged 42 reported sick, with pain on the 
dorsum of the right forearm along its radial border. He thought 
that he had knocked it about six weeks before, during evacua- 
tion from Dunkirk. On examination two tender areas were 
found, one at the anterior border of the external epicondyle 
of the humerus, and the other deep in the brachioradialis about 
the level of the head of the radius. Pressure on this spot 
exacerbated the pain in the forearm, as did supination and 
pronation. Procaine was infiltrated into both areas, and the 
pain was abolished. He was seen again three days later, when 
it was found that the symptoms were relieved but not cured. 
Further infiltration of the affected areas led to a permanent cure. 


In all over 80 cases of a similar nature have been treated 
with almost uniformly good results. There were six 
failures, of which all except one were errors in diagnosis: 
three proved to be osteo-arthritis of the spine ; one was a 
case of sacralization of the fifth lumbar vertebra ; and one 
proved to be a severe dislocation of the acromio-clavicular 
joint, with fracture of the acromial end of the clavicle, 
which was mistaken for deltoid fibrositis. The sixth failure 
was a case of fibrositis of the shoulder girdle and left arm 
in which no definite tender spots could be found, and resort 
to “blind” infiltration failed to relieve the condition. In 
a seventh case further investigation revealed the presence 
of prolapsed intervertebral disk, with a history of repeated 
attacks of severe left sciatica ; this patient was eventually 
cured by excision of the affected disk. 


Conclusion 


It will be seen’ from the results obtained that procaine 
infiltration is of value both in the diagnosis and in the 


treatment of fibrositis, although it should be borne in mind 
that the vast majority of the cases in this series occurred 
in males between the ages of 18 and 45 and were from a 
selected group of the population. 

The therapeutic action of procaine can be explained if, 
following Gutstein-Good, we accept Leriche’s hypothesis 
and consider the lesion to be vasomotor disturbance brought 
about by some cause at present unknown ; then the pro- 
caine may be said to break the vicious circle and allow the 
restoration of the vasomotor equilibrium. If, on the other 
hand, we accept Gratz’s view of the pathology and agree 
that the symptoms are produced by adhesions in the fascial 
spaces; then the beneficial action of procaine can be 
accounted for as follows: The procaine produces a local 
anaesthesia and renders the affected area painless; the 
patient is then able to move the part freely, the adhesions 
are broken down, and the fascial surfaces are allowed to 
glide over each other in the normal way—that is, the patient 
performs the work of the masseur, exudate is absorbed, and 
the affected tissues are restored to normal. 


Whatever the pathology there is no, doubt that the method 
is well worthy of more extended trial. 


Summary 


The aetiology and pathology of fibrositis are discussed. 

The symptomatology is explained in the light of the work of 
Lewis and Kellgren. 

The technique of procaine infiltration and typical cases are 
described. 

From the results obtained it is considered that procaine is of 
value in the diagnosis and treatment of fibrositis. 


Our thanks are due to the Director-General of Medical 
Services of the Royal Air Force for permission to publish this 


paper. 
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W. M. Sams and L. Capland (Amer. J. Derm. Syph., 1941, 44, 
226) treated 54 patients suffering from various skin diseases, 
chiefly impetigo and ecthyma, by local application of 
sulphathiazole powder or sulphathiazole in an ointment. Good 
results were obtained in all but one case, in which insufflation 
of the powder into the external auditory meatus was followed 
by an acute exacerbation of chronic eczematous dermatitis. 
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RUPTURED ANEURYSM OF THE SPLENIC 
ARTERY DURING PREGNANCY 


BY 


J. F. E. GILLAM, M.B., F.R.C.S. 
Honorary Surgeon, Pembroke County Hospital, Haverfordwest 


Aneurysm of the spienic artery is said to occur once in 
every 1,500 necropsies. A summary of 58 recorded cases 
was made by Anderson and Gray (1929), who reported a 
case, and subsequently Machemer and Fuge (1939) collected 
a further 24 cases and added one of their own. Analysis of 
these 84 cases reveals that rupture into the peritoneal cavity 
has occurred on 27 occasions, and 6 of these were in the 
later months of pregnancy. Operation was undertaken on 
9 of the ruptured cases, splenectomy with removal of the 
aneurysm being performed in 3 of them; of these three, 
one patient died, one recovered (Brockman, 1930), while 
the third also recovered, but the aneurysm recurred in the 
splenic artery proximal to the ligature and fatal rupture 
followed twenty-two months after the operation (Parsons, 
1937). Of 13 patients in these series treated by splenectomy 
and removal of the aneurysm before rupture had occurred 
7 recovered. 

The symptoms of an unruptured aneurysm are variable, 
and, as in the following case, may be completely lacking. 
According to Pasternack and Shaw (1939) pain of a colicky 
nature in the left epigastrium or hypochondrium may occur, 
and is characteristically increased by exertion or by 
changes of posture. There may also be symptoms referable 
to the stomach, gall-bladder, or colon. A pulsating tumour 
may be felt or a systolic bruit heard, and radiology has 
been of positive value. 


Case Report 


A Belgian woman aged 26, in the eighth month of her first 
pregnancy, was admitted to hospital on February 15, 1941. 
She had felt quite well and had had no abdominal symptoms 
until the previous night, when she had been seized with severe 
epigastric pain and had collapsed. She received an injection 


.of morphine, and her condition improved during the night. On 


admission she was pale and shocked. Abdominal pain and 
tenderness were generalized, and there was a moderate degree 
of muscular resistance. The uterus felt tense, no contractions 
could be detected, and the foetal heart could not be heard. 
There was no oedema of the legs or elsewhere. The urine 
contained albumin, and the blood pressure was 130/80. On 
vaginal examination the os admitted one finger and the mem- 
branes felt tense. There was no external haemorrhage. A 
diagnosis of concealed accidental haemorrhage was made ; the 
vagina was plugged and a tight binder applied. Twelve hours 
later the uterus was contracting regularly. The plugging was 
removed and the membranes ruptured. There was still no sign 
of haemorrhage. On rupturing the membranes an unusually 
large amount of liquor amnii escaped, and it was thought 
that her symptoms had been due to acute hydramnios. Two 
hours later she was delivered of a stillborn foetus, the placenta 
and membranes being normal. 

The completion of labour did nof bring about any improve- 
ment in the patient’s condition. The pain was less severe, but 
a slight degree of epigastric distension noted during the. third 
stage of labour became more pronounced, and she started to 
vomit small quantities of clear fluid, which was acid in reaction. 
A diagnosis of acute dilatation of the stomach was made, and 
treatment carried out by turning the patient on her face, raising 
the foot of the bed, aspiration of the stomach through a Ryle 
tube, and continuous intravenous saline. After twenty-four 
hours the general condition improved. She was then complain- 
ing of nothing but the discomfort of the treatment, which had 
resulted in considerable oedema of the face. The distension 
did not recur and there was no further vomiting after removing 
the Ryle tube, so the rest of the treatment was gradually dis- 
continued without any ill effect. During the following fort- 


night the patient made an uneventful recovery, apart from a 
slight icteric tinge noted on February 21. By March 1 involu- 
tion of the uterus was satisfactory, there was no vaginal dis- 
charge, and she was feeling well, with no abdominal discomfort 
or tenderness. She was therefore discharged from hospital. 

The next morning, immediately after an action of the bowels, 
she was again seized with severe epigastric pain and collapsed. 
When seen by her doctor she was pulseless, but on admission 
to hospital four hours later her condition had improved a little. 
The pulse rate was 96; blood pressure 80/56. The abdomen 
was tender all over and rather resistant ; there was some impair- 
ment of percussion note in the left flank, elsewhere the note 
was tympanitic. Auscultation revealed that peristalsis was still 
active. Resuscitation with morphine and saline resulted in 
further improvement in her general condition, the blood 
pressure rising to 100/68 and the pulse rate remaining at 96. 
The abdominal rigidity increased and was most marked in the 
epigastrium. Loewi’s test was negative. 

Four hours after admission laparotomy was performed 
through a right paramedian incision. The general peritoneal 
cavity was full of blood, with several large recent clots in the 
pelvis ; the uterus and adnexa felt normal. Exploration of the 
rest of the peritoneal cavity revealed a rounded mass the size 
of an orange situated below the spleen. Exposure was in- 
creased by transverse division of the left rectus muscle, and the 
mass was found to consist of a comparatively old clot enclosed 
in the lesser sac below the spleen and between the stomach 
and left half of the transverse colon. The gastro-colic omentum 
in front of the mass was divided and some of the clot removed. 
This procedure was followed by alarming arterial haemorrhage 
welling up from behind the remaining adherent clot. The 
haemorrhage was partly controlled by grasping the lieno-renal 
ligament between the finger and thumb and passing a ligature 
round it with an aneurysm needle. The ligature might have 
included the tail of the pancreas, which could not be identified 
owing to the necessity for speed and the presence of adherent 
clot. The spleen was removed as rapidly as possible and the 
abdomen closed with drainage. Owing to operative shock and 
loss of blood the patient’s condition was critical, but transfusion 
of three pints of blood effected a dramatic improvement. 
Examination of the spleen showed no abnormality apart from 
the fact that it was smaller and paler than normal. Only a 
short part of the splenic artery was removed with the organ, 
and this appeared normal. The portion of the artery from 
which the bleeding occurred was presumably left in the abdo- 
men distal to the ligature. 

Progress for nine days after the operation was uneventful. 
The drainage tube was removed on the third day, a little serous 
fluid having been discharged. On the ninth day the patient 
complained of severe stabbing pain in the left hypochondrium 
associated with tenderness in this region and over the eleventh 
rib posteriorly. There were no physical signs in the chest, and 
radiographs showed no abnormality. Loewi’s test was negative. 
The attacks of pain became more severe and frequent during 
the next week, and the area of tenderness spread across the 
midline to the right epigastric region. Fears were entertained 
that the aneurysm might not have been properly excluded by 
the ligature, which had been hastily and almost blindly applied, 
or, alternatively, that aneurysmal formation might be going on 
in the artery proximal to the ligature as in Parsons’s case. It 
was therefore ‘decided to operate again, on the principle that it 
was better to look and see than to wait and see. 

Laparotomy was performed on March 18 through a left trans- 
rectus incision. Numerous adhesions were encountered. On 
separating the transverse colon from the site of the drainage 
tube a small abscess was opened. The splenic pedicle was 
eventually exposed. It was surrounded by adherent omentum 
and a little old blood clot, but no pulsation was visible. The 
splenic artery was felt pulsating above the upper border of the 
pancreas, but it appeared to fade out about one and a half 
inches proximal to the splenic pedicle. The pancreas itself 
was slightly swollen and congested. In view of this and diffi- 
culty of access owing to the numerous adhesions no attempt 
was made to trace the artery to the pedicle, but the impression 
gained was that the artery proximal to the ligature had been 
thrombosed as far as the last branch to the pancreas. The 
pulsating part of the artery did not appear to be dilated or 
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tortuous. After the operation the patient did not complain of 
any more pain, and the tenderness disappeared gradually. The 
symptoms may have been due to the abscess between the colon 
and the abdominal wall. A Wassermann test proved negative, 
and she was discharged on April 4. 


Comment 


The po sibility of ruptured splenic aneurysm is not 
usually considered in the diagnosis of an obscure acute 
abdominal con_ ‘:on occurring during pregnancy or other- 
wise. As several of the recorded cases show, the fatal 
haemorrhage is often preceded by a comparatively 
innocuous rupture limited to the lesser sac. If the latter 
condition were recognized and appropriate treatment under- 
taken some lives would be saved. The case recorded was 
unusually fortunate in that the second haemorrhage did not 
prove immediately fatal ; a second chance was thus given 
to atone for the failure to make the correct diagnosis in the 
first instance. The striking feature in this case was that 
the well-marked symptoms of sudden acute abdominal pain 
and collapse contrasted with the comparative absence of 
the usual physical signs of an acute abdominal catastrophe. 
In the first instance the fact that the patient was eight 
months pregnant confused the issue, and the diagnosis of 
concealed accidental haemorrhage seemed reasonable until 
the onset of uterine contractions failed to result in any 
external haemorrhage. On the second occasion, although 
the symptoms were even more marked, the physical signs 
were inconclusive. The tenderness and rigidity were not 
sufficient to suggest perforation of a peptic ulcer, the 
absence of vomiting or retching and a negative Loewi’s 
test were against a diagnosis of intestinal obstruction or 
acute pancreatitis, and the persistence of active peristalsis 
did not favour an infective peritonitis. In this case experi- 
ence of a similar set of circumstances led to a tentative 
diagnosis of torsion of the omentum. 

The aetiology of aneurysm of the splenic artery remains 
uncertain, and it would be interesting to hear of any sug- 
gestions as to why it should occur with disproportionate 
frequency during pregnancy. It is a remarkable fact that 
after the initial bleeding the interval of quiescence should 
have persisted in spite of the strain of labour and the ordeal 
of treatment for acute dilatation of the stomach, either of 
which might have been expected to initiate a recurrence. 
This would seem to indicate that in a case of arterial 
haemorrhage, once clotting has occurred, external factors 
have little influence on the recurrence of haemorrhage. It 
suggests that a stage is reached in the autolvsis of the clot 
when the latter is no longer capable of performing the 
haemostatic function, and gives food for thought on the 
aetiology of secondary haemorrhage. 


Summary 


A case of aneurysm of the splenic artery with rupture 
during the later months of pregnancy is recorded. It illus- 
trates two facts of some importance, in which it resembles 
previously recorded cases. First, that rupture often occurs 
in two stages ; the initial bleeding into the lesser sac is not 
fatal, and if recognized the appropriate treatment by 
splenectomy gives an excellent chance of curing the con- 
dition : in most cases the second rupture, occurring about 
a fortnight later, has proved fatal before treatment could 
be undertaken. Secondly, that this unusual condition is 
liable to complicate the later months of pregnancy. 
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THE ARM-TO-TONGUE CIRCULATION 
TIME IN CHRONIC ASTHMA 


. BY 
J. D. COTTRELL, M.R.C.P., M.R.A.C.P. 
. AND 


D. C. CUDDIE, M.B., Ch.B. 


(From the Department of Medicine, University of New 
Zealand, Dunedin) 


It is at times very dtificult to decide the cause of attacks 
of nocturnal dyspnoea, especially when it is necessary to 
rely on descriptions given by the patient or onlookers. The 
difficulty is accentuated in patients who at the time of 
examination present the raised blood pressure, enlarged 
heart, and crepitations at the lung bases of left ventricular 
failure, but whose clinical state or known allergic constitu- 
tion makes a diagnosis of bronchial asthma appear more 
probable. 

Several authors (Fishberg, 1937 ; Bernstein and Simpkins, 
1939 ; Tarr, Oppenheimer, and Sager, 1933) have suggested 
that a determination of the time taken for the blood to 
flow from the arm to the tongue is of great help in 
distinguishing between cases of “cardiac asthma” and 
bronchial asthma. This time is spoken of as the arm-to- 
tongue circulation time. Changes in this circulation time 
are usually brought about by variation in the rate of flow 
of blood through the lungs. 

It is generally agreed that in patients suffering from 
attacks of nocturnal dyspnoea due to left ventricular failure 
the arm-to-tongue circulation time is persistently raised 
during and between attacks to above 18 seconds, and may 
be double or treble the normal rate. Hitzig, King, and 
Fishberg (1935) state that they have found this so in over 
eight hundred cases. The range of times varied from 18 
seconds to 60 seconds, and the average was 33 seconds. 
They also report an occasional exception with all the signs 
and symptoms of left heart failure and a normal circulation 


time. The explanation they offer is that “ the right ventricle’ 


is sufficiently powerful to maintain a normal velocity of the 
blood flow through the lungs despite the increased resistance 
due to the insufficiency of the left side of the heart.” 

So far as we can discover, studies of the pulmonary 
circulation time in asthma have not been very extensive, 
and usually have been incidental to a general study of 
circulation times in various conditions. 

Bernstein and Simpkins (1939) report an accelerated arm- 
to-tongue circulation time in seven cases of bronchial 
asthma, and also state that in two cases with “ heart disease 
and bronchial asthma cardiac decompensation was excluded 
by the rapid circulation times obtained.” They suggest that 
the arm-to-tongue time should be of great value not only in 
separating bronchisl and cardiac asthma, but also in the 
presence of emphysema with symptoms—exertional dys- 
pnoea, cyanosis, etc.—in helping to decide whether or not 
there is an element of cardiac failure. Tarr, Oppenheimer, 
and Sager (1933) report a further small series of circulation 
times in bronchial asthma. 

It was decided to attempt a rather more extensive investi- 
gation into the arm-to-tongue times in bronchial asthma. 
Owing to the departure of one of us (J. D. C.) on active 
service, it was possible to obtain the results in only twenty- 
one cases of uncomplicated asthma. There are also three 
cases of bronchial asthma plus an apparently symptomless 
hypertension, and one case thought to be that relatively 
rare condition of cardiac failure secondary to chronic 
asthma and emphysema. 
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Method of Determining the Arm-to-Tongue 
Circulation Time 


The patient should recline as flat as possible on a bed or 
couch, and must relax and not hold his breath. Five c.cm. 
(or 6 c.cm. in a few large individuals) of a sodium dehydro- 
cholate solution are injected as quickly as possible, using a 
needle of not less than 20 gauge. The patient is instructed 
to raise the opposite hand sharply as soon as he notices 
a bitter taste, and the time from the beginning of the injec- 
tion until the hand flies up is taken with a stop-watch. The 
bitter taste gives a sharp end-point, and the period recorded 
represents the time the sodium dehydrocholate takes to 
travel in the circulation from the arm to the tongue. The 
normal time for this method is usually stated to vary 
between 9 and 16 seconds. For clinical purposes a watch 
with a good seconds hand would probably suffice. 

The sodium dehydrocholate employed in this investiga- 
tion was in the form of either decholin or suprachol. Other 
substances can be used, and Bernstein and Simpkins suggest 
10% magnesium sulphate, which causes a “ hot sensation ” 
and has the merit of simplicity and cheapness in preparation. 


Resulis 


The arm-to-tongue circulation times (using decholin) in 
our asthmatic cases varied from 10 to 15 seconds. The 
results of our observations are set out in Table I. It will be 


TaBLE I.—Cases of Bronchial Asthma with Normal Blood 
Pressure and presenting None of the Clinical Features of 
General Congestive or Left Ventricular Heart Failure 


Case Age Duration Faron 
No and in Severity Time Remarks 
Sex Seconds 
1 27 F 8 Chronic, with | Under 12 | Emphysema. 
exacerbations Tachycardia 
2 47 F Many Varies, but al- 12 During mild 
ways wheezy paroxysm 
3 63 M 2 Chronic, with 11 Chronic cough 
exacerbations for years 
4 50 M Many Chronic 12 
5 43M Since child- | Very severe 10 During mild 
hood paroxysm 
6 IS M 7 Chronic, with 13 During moder- 
frequent ex- ately severe 
acerbations attack 
7 69 F 18 Moderately 13 
severe 
29 M Many Moderate 13 Emphysema and 
hay-fever 
9 50 F 35 Chronic, _be- | 15 
coming worse | 
10 3S F 6 Chronic, with 11 
frequent 
severe attacks 
11 38 M 18 ild 15 Improved with 
injections of 
house dust 
12 52 M 4 13 Emphysema 
13 48 F Recent Moderate 13 Bronchitis for 
origin years 
14 47 F Many 10 | Also has hypo- 
| | chromic an- 
| aemia 
15 52 M 11 Mild | 14 
16 25 M 22 Chronic, with | 12 During mild 
exacerbations | paroxysm 
17 19 F 9 Mild 13 
18 63 F 10 
19 39 F 15 Moderate 12 
20 16 M 6 Mild 8 - 
21 39 M 3 Moderate 11 


seen that the times taken were always normal both in 
attacks and in the intervals between attacks. In four 
instances of typical bronchial asthma (Table II) there was a 
high blood pressure, but no evidence at all of left ventricular 
or general congestive heart failure. In all of these the arm-to- 
tongue circulation time was normal. Nevertheless, an arm- 
to-tongue circulation time of 15 seconds was twice met with 
in cases of bronchial asthma, and it should be definitely 
ra‘sed before it is used as evidence favouring the diagnosis 
of ‘cardiac asthma ” or other complicating cardiac failure. 


TaBLE II.—Cases of Bronchial Asthma with High Blood 
Pressure and presenting None of the Clinical Features of 
General Congestive or Left Ventricular Heart Failure 


Age : Arm- 
Sex Seconds 
1 68 F 10 Moderate 12 B.P. 170/110 
2 65 F 10 Chronic 15 B.P. 175/100. Bron- 
chitis for 20 years 
x 65 FE Recent Very severe 11 Severe nocturnal 
origin dyspnoe not fully 
relieved by adren- 
aline. On examin- 
ation, signs typi- 
of spasmodic 
asthma, and B.P. 
170/100 
+ 58 F Many Moderate. 14 B.P. 180/110. No 
Worse in evidence of con- 
last year | gestion 


In the only case with heart failure, secondary to chronic 
asthma and emphysema, the arm-to-tongue circulation time 
when first taken during the early phase of the failure was 
20 seconds. Two months later, when all clinical evidence 
of heart failure was gone, it was still 17 seconds. It would 
be interesting to collect circulation times in a further series 
of these cases and, by means of the ether-circulation time, 
find out what proportion of the delay is in the peripheral 
circulation and what proportion is in the pulmonary. 


Comment 


Our results, so far as they go, indicate that the arm-to- 
tongue circulation time in uncomplicated bronchial asthma 
cases is normal both during and between attacks, whereas 
from numerous observations many authors agree that it is 
prolonged both in left ventricular failure (Table II) and in 


TABLE III.—Cases with No Bronchial Asthma but with High 
Blood Pressure and presenting a Typical Clinical Picture of 
Left Ventricular Heart Failure 


Average Arm-to- 


Source No. of Cases Tongue Time 
Personal .. 10 26 seconds 
Hitzig, King, and Fishberg Over 800 33 


general congestive heart failure. We have often employed 
the circulation time in doubtful cases, and from the subse- 
quent progress of these patients it seems to us that this 
method of study is of great practical value. 
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On July 17, 1941, a special meeting was held at the Royal 
Berkshire Hospital to commemorate the centenary of the 
Reading Pathological Society. The proceedings began with a 
service in the chapel, after which the President, Dr. G. Halpin, 
received the members and their guests in the library, where the 
chairman of the board of management of the hospital presented 
the books in the library of the hospital to the society as a cen- 
tenary gift, and the Presicent announced that the hon. secretary, 
Mr. G. T. Willoughby Cashell, had given a loving-cup to mark 
the occasion. Dr. G. O. Lambert, consulting librarian of the 
society and senior physician to the hospital, delivered the cen- 
tenary oration entitled “ The Reading Pathoiogical Society— 
One Hundred Years in Retrospect.” The address, with por- 
traits of the first two presidents and lists of past and present 
office-bearers, etc., is printed in full in a pamphlet which will 
be valued by all who have taken part in the work of this vener- 
able institution. 
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Intussusception in a Baby, treated by 
Resection : Recovery 


The following case may be considered interesting enough to 
merit publication. 
Case REPORT 


The patient, a male child aged 18 months, was admitted to 
the children’s ward of the Prince of Wales’s Hospital, Plymouth, 
at 5 p.m. on May 19, 1°39, with a history that he had been 
seized with vomiting of a bilious nature on May 12 and had 
vomited every day since. The mother stated that stools had 
been passed on the 13th and that the first blood had been 
noticed on the 14th. From that day the child had typical pain 
and spasms, drawing up the knees, and occasionally vomited. 
The mother said that from the 14th the stools: consisted of 
blood with mucus, and she thought that no faecal matter was 
passed after that date. The child had been breast-fed for the 
first seven months and had been very healthy and vigorous 
throughout. ; 

On admission the patient was listless, except during a spasm 
of pain; the abdomen was slightly distended. There was a 
palpable tumour under the costal margin across the epigastrium, 
particularly to the right side. This could be felt only on 
“ dipping.” Rectal examination produced blood and mucus, 
but no tumour was felt. The child was obviously dehydrated. 
The pulse rate was 140 and the temperature 100.2° in the axilla. 
Subcutaneous salines by hypodermic injection with a 20-c.cm. 
syringe were started at once, and 1/150 grain of atropine was 
given and the child taken to the theatre. 

Operation.—Open ether was administered and complete re- 
laxation was maintained throughout. A midline incision was 
made and the intussusception was easily felt below the right 
costal margin, passing across towards the splenic area. A con- 
siderable part of the reduction was effected easily by finger- 
stroking inside the abcomen, but it was necessary to deliver the 
whole mass when the stroking method failed. After delivery of 
the mass further reduction was possible by gentle squeezing of 
the intussuscipiens until the whole of the caecum and about 
four inches of the ileum were reduced ; hot cloths assisted, but 
very soon oedema of the gut was seen to be followed by com- 
pletely gangrenous gut which was beginning to tear. This 
portion was allowed to draw back again into the intussuscipiens, 
and resection of the whole area was decided on. This entailed 
resecting about six inches of gut containing a further somewhat 
indefinite amount of gangrenous gut. From examination of 
the specimen I conjecture that four to six inches of completely 
gangrenous gut was contained within the intussuscipiens. An 
end-to-end anastomosis was performed and the V-shaped 
opening in the mesentery closed. The gut above the resection 
area was slightly distended, and a small enterostomy tube the 
size of a Jacques catheter No. 8, but with an open end and a 
lateral aperture. was left in about three inches above the union. 
Atraumatic needles with size 00 catgut were used. The tube 
was fixed in position by a single stitch to the gut and 
peritoneum. 

At the-end of the operation the child was seriously shocked, 
but warmth had been maintained throughout and at no stage 
during or after the operation did the patient feel chilled. 
Subcutaneous salines frem a 20-c.cm. syringe were repeatedly 
given during the next twenty-four hours, also rectal salines in 
small quantities. Water by mouth was allowed. The entero- 
stomy tube acted well from the first. The patient vomited once. 
On the third day it was apparer® that the child was in some 
pain and was making slight movements as if trying to evacuate 
a stool. I orcered a small enema, and a considerable stool 
was passed with obvious relief. The enterostomy tube was 
removed on the fourth day, and the patient then made uninter- 
rupted progress and was discharged on June 5. 

On August 29 he looked well and his bowels were acting 
without trouble. On examining the abdomen some separation 


of the recti muscles was found, and I advised the wearing of 
a suitable belt for a year. 


The amount of completely gangrenous gut, which necessitated 
a relatively wide resection for a child of this age, is of par- 
ticular interest. 1 should like to emphasize the beneficial effect 
of the enterostomy tube. 1 believe that its use is becoming 
much more popular even in cases in which the gut is severely 
damaged but not gangrenous and in which resection has not 


been carried out. 
H. F. VeLvacott, F.R.CS., 
Surgeon, Prince of Wales's Hospital, Plymouth. 


Radiographs as a Diagnostic Aid in 
Tubal G station 


The diagnosis of ectopic gestation before rupture oceurs is 
usually extremely difficult, but when this is possible it is most 
helpful in avoiding the dangers of the inevitable haemorrhage. 
We have found that actual visualization of the position can be 
made by means of salpingography, and the following case is of 
interest in this connexion. 

A primipara aged 35 (child aged 8) was admitted to hospital 
complaining of irregular loss for the previous three weeks with 
some generalized pain in the right iliac fossa. The last men- 
strual period occurred four weeks previously and was apparently 
normal. 

Examination showed some tenderness over Paroli’s point on 
the right side and a small mass in the right fornix. (Paroli's 
point, one inch below McBurney’s point, in the right iliac fossa, 
is a site of tenderness in diseases of the tube and ovary.) Haemo- 
globin, 46°, ; red cells, 2,226,000 per c.mm. Needling of the 


pouch of Douglas revealed no blood, but hystero-salpingo- 
graphy with perabrodil showed an intratubal swelling on the 
right side (see.“ig.). It also caused an attack of acute abdominal 
pain which radiated into the right scapular region. Immediate 
operation (Mr. Albert Davis) corroborated the diagnosis of an 
unruptured ectopic gestation in the right tube, with some fresh 
blood in the pouch of Douglas. 

Perabrodil is hydrosoluble ; therefore there is no contraindica- 
tion to using it 1n intra-uterine injections. Its penetration into 
small or obstructed cavities is greatly facilitated by its very low 


viscosity. 
S. GALEwsKI, M.D.Lausanne, 
Resident Surgical Officer at che French Hospital, Lonion. 
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Reviews 


LITERATURE ON ANTHROPOID APES 


Bibliographia Primatologica. A Classified Bibliography of 
Primates other than Man, Part I. By Theodore C. Ruch, Yale 
University School of Medicine. With an introduction by John 
F. Fulton. (Pp. 241. $8.50 post paid, or 47s.) Springfield and 
Baltimore Charles C. Thomas. London: Bailliére, Tindall and 
Cox. 1941. 


In 1896 the writer of this review contributed to Natural 
Science a series of articles giving an introduction to the 
literature on anthropoid apes. These articles were written 
“to save others the initial difficulties I experienced in 
making myself acquainted with the literature on the 
anatomy of the higher primates. The literature is much 
more extensive than most people imagine.’ The pages 
of these articles were pasted out on large sheets, it being 
the reviewer’s intention to keep his bibliography up to date. 
Alas ! his good intentions became crippled by the pressure 
of other interests. It is a relief to him to know that science 
has lost nothing by his defection. Bibliographia Primato- 
logica, compiled by Dr. Theodore C. Ruch of the Physio- 
logical Laboratory of Yale University, covers down to the 
end of 1939 the whole field the reviewer had in mind, and 
more. If the literature of 1896, which included 330 entries, 
is to be regarded as “extensive,” what adjective is appli- 
cable to Dr. Ruch’s list, which gives references to 4,597 
papers by 2,700 authors? And the list will grow at the 
rate of compound interest. 

“ Primates ” is the term which Linnaeus introduced in the 
tenth edition of Systema Naturae to designate the first or 
highest order of mammals, man being given the highest 
place in the new order. “ Primatology” is a new word 
which Yale University has coined to cover all knowledge 
relating to the first order of mammals. Dr. Ruch’s biblio- 
graphy, however, relates to “primates other than man.” 
Herein we see that the inclusion of man in the same order 
as apes and lemurs leads to practical difficulties. Man is 
a primate, there is no doubt about that, but such a peculiar 
primate, round which has arisen such an extensive literature 
that it would be a great convenience if he were given an 
order to himself. Likewise, lemurs should be excluded, 
and if the term “primates” were restricted to those members 
of the present order which lie between man on the one 
hand and lemurs on the other, it would be no longer neces- 
sary for Dr. Ruch, in speaking of primatology, to introduce 
the awkward phrase “exclusive of man.” Primatology 
would become a term corresponding to anthropology. 

It is remarkable how speedily Yale University has be- 
come a centre of primatological research. Little more than 
a decade has elapsed since Prof. Robert Yerkes established 
there a primate laboratory for observations on the be- 
haviour and mentality of anthropoid apes. The Study of 
Anthropoid Life which was issued.from Yale in 1929, with 
a very complete bibliography, has a place in all psycho- 
logical libraries. Prof. John Fulton has likewise made the 
physiological laboratory of Yale famous for researches on 
the structure and function of the primate brain. The nearer 
an animal is to man in an evolutionary sense the more 
likely are its physiological and psychological reactions to 
be directly transferable to human problems. 

This magnificently bound monograph appears as “ Publi- 
cation No. 4 of the Historical Library, Yale Medical 
Library.” Nos. 1, 2, and 3 are in the course of preparation, 
No. 1 being the Harvey Cushing Collection of Books and 


’ These articles were issued in book form, An Introduction to the 
Studv of the Anthropoid Anes, by Arthur Keith. London: Page 
and Pratt, 1897. The quotation is from its preface. 


Manuscripts ; No. 2, the Arnold C. Klebs Collection of 

Books and Manuscripts ; No. 3, the John F. Fulton Collec- 

tion of Books and Manuscripts, Yale Medical Library 

having become the proud possessor of all three collections. 
A. KEITH. 


PATHOLOGY OF LIPOID METABOLISM 


Lipidoses: Diseases of the Cellular Lipid Metabolism. By 
Siegfried J. Thannhauser. Edited by Henry A. Ciristian, M.D., 
LL.D., Sc.D. Reprinted from Oxford Loose-Leat Medicine. 
(vp. 3/0; iuustraieu. Sus. net.) London, New York, Lorouio: 
Uatord University Press. 


Our knowledge of the pathology of lipoid metabolism has 
been so rapiaiy increasing that we cordially welcome Prof. 
Thannhauser’s monograph on the suvject. Originally 
written as a section of the Oxiord Loose-Leaf Meu.c.ne, 
he tells us this work was inte1rupted “by a catasiiophe 
which deprived me of ail that 1 cheiished.” in the United 
States the author has found a refuge where he itus veen 
able to continue his researches, of wh.ch this adim.ravie Look 
is the outcome. After a heipful chapter on the pnhysio- 
logical chemistry of the lipoids and their congeners he 
goes on to distinguish between primary essential xanthoma- 
tosis without hyperlipaemia, and xanthomatosis secondary 
to hyperlipaemia. ‘lhe foimer he regaras as a hereditary 
and familial constitutional disorder of the metabolism of 
the reticulo-endothelial celis and histiocytes, characterized 
by an increase of cholesterol and its esters within the cell. 
It can be subdivided into a group in which there is an excess 
of cholesterol in the blood, and one in which the content 
is normal. Xanthelasma is an example of the first group, 
‘while the Schiiller-Christian syndrome, with its osseous 
deposits, exemplifies the second. Similar foam cells, giant 
cells, and granulomata are to be found in both. Primary 
xanthomatosis may be local or generalized, but the deposits 
of cholesterol and lecithin are almost permanent, though 
they may be replaced by scar tissue in course of time. 
The serum is not milky as a rule. 

Secondary xanthomatosis is not an entity but more or 
less a consequence of hyperlipaemia, which also is not a 
disease in itself. Unlike the primary type it may disappear 
if the lipaemia does, as in the xanthoma of diabetes. 
A milky serum due to neutral fat is the outstanding 
symptom, while cholesterol and lecithin are not pro- 
portionately increased. Foam cells are scarce and there 
is no granulomatous tissue with the giant cells. The con- 
dition may present itself in an idiopathic familial form with 
enlarged liver and spleen, or in the more clearly differen- 
tiated forms of Gaucher’s and the Niemann-Pick disease. 
Gaucher’s disease runs a chronic course in adults but takes 
an acute form in infants. It is restricted to the lympho- 
haemopoietic system, whereas in the Niemann-Pick dis- 
ease the histiocytes and reticulocytes in every organ may 
be involved by the accumulation of a phosphorized lipoid, 
sphingomyelin, rapidly leading to death. Although von 
Gierke’s disease is primarily associated with glycogen 
storage, there is abundant accumulation of linoids in the 
liver, kidneys, and serum, without implication of the spleen. 
Lipoid nephrosis is distinguished from other conditions with 
hyperlipaemia by the fact that xanthomatosis of the skin 
has never been observed. 

Although the lipoidoses have now been classified and 
described, the fundamental origin of the biochemical 
changes still escapes us. That the change is essentially de- 
generative is suggested by its occurrence in tumors. The 
metaplasia in the cells involved, together with the embry- 
onic appearance of those cells and the familial incidence 
in some varieties of the condition, seems to point to 
abiotrophy—a hypothesis which throws the origin further 
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back without really explaining it. How ignorant we still 
are as to the interpretation of even the simpler aspects of 
the problem is shown by the failure to explain why choline 
should prevent fatty infiltration of the liver. In the mean- 
while here is an excellent exposition of the known facts, 
with shrewd deductions therefrom, well illustrated and 
provided with a copious bibliography. For this the author 
should be congratulated and receive our thanks. 


OBSTETRICS AND GYNAECOLOGY 


Obstetrics and Gynecology. Volumes I and II. By the 

Departmental Staff of the University of Chicago and other 

contributors. (Pp. 1,000 and 1,031 respectively; illustrated. 

£5 net, two volumes.) London: Henry Kimpton. 1940. 
{nteresting obstetrical and gynaecological twins made their 
appearance across the Atlantic last year when two new 
volumes were published by the Departmental Staff of* the 
University of Chicago, with the co-operation of other 
writers. The list of contributors contains 63 names, many 
of which are familiar to readers in the United Kingdom, 
and the volumes are edited by Prof. F. L. Adair, chairman 
of the Department of Obstetrics and Gynaecology in the 
University of Chicago. 

The purpose of the volumes is to correlate more closely 
than is usually done in textbooks the subjects of obstetrics 
and gynaecology and to emphasize their relation to general 
medicine and surgery. They are heralds of the new order 
and are the more welcome because of their delayed appear- 
ance. Obstetrics and gynaecology cannot be taught effi- 
ciently as individual subjects, nor should they in practice 
be divorced from the wider fields of general medicine, 
surgery, paediatrics, and social economy. Too often in 
the past attention has been focused on the obvious fibroids, 
ovarian tumours, or genital prolapses, without reference to 
the patients’ domestic and economic background, or with 
little attempt to estimate the actual disability caused by 
the gynaecological lesion present. In spite of their numer- 
ous authors these volumes avoid conflict of doctrine and 
present a unified description of the wide field they cover. 

The first volume is divided into five sections, and some 
idea of the comprehensive nature of the work may be 
gained from a study of any one of these. The first, for 
example, deals-with the basic biological relationships of the 
human female and includes six chapters of over 200 pages 
which discuss the biological background of human repro- 
duction, anatomical relationships of the female generative 
organs, relevant pathological relationships of infection and 
immunity to reproduction, pharmacological and thera- 
peutic bearings, and, finally, biochemical, nutritional, and 
physiological relationships. The second section deals with 
the approach to communal and individual problems, in- 
cluding a survey of maternal care and the history of the 
development of gynaecology. A consideration of maternal, 
foetal, and neonatal morbidity and mortality, the limitation 
of human reproduction, and the clinical aspects of history- 
taking and obstetrical and gynaecological examinations 
completes the section. Section 3 discusses the life-cycle 
of the human female from the early ovum to the post- 
menopausal state. Section 4 deals with normal and ab- 
normal conditions of the non-pregnant and pregnant 
woman and includes chapters on abortion, ectopic gesta- 
tion, and pregnancy toxaemia. The final chapters in 
Volume [ give a general survey of the normal and abnormal 
parturient woman. 

Volume II is subdivided into four sections, with an 
appendix devoted to dietetics, laboratory procedures, vital 
statistics, and a summary of references. The first section 
is devoted to normal and abnormal conditions of the post- 
partum woman and the newborn infant. The major portion 
deals with the latter. ‘his is followed by a description of 


the diseases of the female genital system. Section 3 gives 
a valuable account of the relations between medical and 
surgical specialties and obstetrics and gynaecology. In this 
the reader will find reference to subjects as wide apart as 
acute poliomyelitis in pregnancy and the relation of oral 
diseases to reproductive processes. The final chapters are 
devoted to obstetrical and gynaecological operative pro- 
cedures, intravenous therapy, blood transfusion, and 
analgesia and anaesthesia. 

With income tax at its present level £5 is a considerable 
sum for the student or practitioner to spend on two volumes 
for his own bookcase, but time spent searching their pages 
in the reference library if not at home would be time well 
spent. 


MEDICAL INSPECTION IN TENNESSEE 


School Health Services. A Study of the Programs Developed 
by the Health Department in Six Tennessee Counties. By 
W. Frank Walker, Dr.P.H., and Carolina R. Randolph. (Pp. 
172. $1.50 or 8s. 6d. net.) New York: The Commonwealth 
Fund; London: Oxford University Press. 1941. 
In the world of imagination we can in our minds devise a 
perfect plan for the medical inspection of school children, 
and in practice certain communities are able to work close 
up to this model. Others, owing to their special circum- 
stances, may have to follow at a greater distance, and yet 
may eften claim a substantial measure of success by reason 
of the competent manner in which they have bent the rigid 
ideal to serve their varying needs. An example of this kind 
of enlightened flexibility is presented by the school health 
service of the State of Tennessee. Alike in its climate, 
dimensions, arrangement, and its population of mingled 
white and coloured, Tennessee differs widely from adminis- 
trative units in our islands, and on this ground, even had 
there been no other attraction, the recently issued account 
of the medical inspection of school children in the State 
should prove both interesting and informative to British 
medical officers. The study is based upon the experience 
of 50,000 children, aged 6 to 16 years, attending schools 
in six representative Tennessee counties during the years 
1930 to 1936. The volume includes 104 tables in the text 
dealing with percentage values, and thirty-five others in an 
appendix exhibiting the actual figures. 

The authors consider that parental interest is an out- 
standing factor in obtaining corrective action for any 
disease conditions found at medical inspection. They 
demonstrate that for visual, dental, and tonsillar defects. 
the correction rate was higher where a parent had attended 
the child’s inspection. They show that with 6-year-old 
children pre-school supervision by the local health autho- 
rity was attended by a relatively low prevalence of dental 
caries and tonsil! abnormality. No corresponding tend- 
ency, however, was observed with vision and nutrition. Of 
school entrants aged 6 and 7, 48.1% white and 28.8% 
coloured had been immunized against diphtheria. Refer- 
ence is made to a scheme under which a blue ribbon was 
awarded to children showing a sound health record and 
adequate immunization, together with ‘health habits,” 
good conduct, and satisfactory school progress. Of the 
children eligible 38.7%, won the decoration. The authors, 
while not enthusiastic over this movement, appear to think 
that it may have possibilities. 

The State scheme prescribes a medical inspection for 
each school child in every alternate year, which in the 
view of the authors is too often. ‘‘ Though multiple ex- 
amination,” they say, “may be a factor in securing the 
correction of defects, it does not appear to be an impor- 
tant one.” This holds, they maintain, for all defects but 
defect of vision. A forecast of policy concludes the book, 
which has been well produced by the Commonwealth 
Fund. 
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Notes on Books 


The preservation of mental health may be an even greater 


and more difficult problem after the war than it is to-day, and | 


those who are concerned with this important aspect of post-war 


planning will find much that is interesting in the published . 


proceedings of a conference on the future of child guidance 
which was held last August under the auspices of the Child 
Guidance Council. The first part of the proceedings consists 
of papers by Dr. Frank Bodman and Miss Ruth Thomas and 
a discussion on the effects of war conditions on the mental 
health of the child. From this it is abundantly clear that 
evacuation with the disruption of the normal home and school 
routine is a much more severe emotional stress for children than 
even repeated bombing. Dr. Bodman’s very interesting account 
of a follow-up of fifty-one children exposed to severe bombing 
has already appeared in this Journal (October 4, 1941, p. 486). 
The second part consists of papers by Drs. Emanuel Miller 
and R. F. Barbour, and a discussion on the future of child 
guidance. While there has been, and will be, an increasing 


demand for the child guidance clinic, as at present constituted, 
to treat the difficult child, prevention is almost more important, 
and numbers of trained workers will be needed not only for 
clinical work but for teaching all those concerned with children 
—parents, teachers, nurses, and others—how to manage children 
psychologically and how to avoid situations which make for 
difficulty. Much tact, patience, and, above all, sanity will be 
required for this. Further, if these workers are to spread their 
gospel with success they must learn to understand the view- 
points and the difficulties of magistrates, local authority officials, 
schools, and hospitals ; they must also avoid “ riding hobbies ” 
and pressing extreme or bizarre theories. No doubt some form 
of regionalization is inevitable and indeed desirable, and univer- 
sities must make themselves responsible for the training of 
medical, educational, and social workers in the special field of 
mental health. The proceedings may be obtained from the 
Child Guidance Council, 23, Queen Square, Bath, price 2s. 6d. 


Our review of The 1941 Year Book of Public Health on January 3 
(p. 15) stated that the English price is 15s. We are informed that 
this has now been raised to 16s. 6d. 


Preparations and Appliances 
A BANDAGE CUTTER 


Dr. H. C. BERLIE (immediate past-president, Assam and Northern 
Bengal Branch, B.M.A.) sends descriptive sketches, with instruc- 
tions for use, of a roller- and many-tailed-bandage cutter. 

This most ingenious and simply made appliance has, he writes, 
been designed and constructed by Mr. R. C. Gwinnett, manager 
of Boisahabi Tea Estate, Jhanzie Tea Association, Ltd., and it 
is in constant use by him and others in this district for the 
cutting and rolling of bandages for the Shillong (Assam) Branch 


3. Wind carefully, seeing that the edges are in line. After 
each turn, if the cloth is not quite in line, it can be adjusted 
by grasping the roller and sliding the hand in the direction it is 
required to move the cloth. 


4. Pass end of cloth under blades and fix to roller A2. 


5. Wind roller A2, at the same time preventing roller Al from 
revolving too freely. 
40” > 


RAZOR BLADE 


Wiotw OF BANOAGE REQUIALD + 


of the Indian Red Cross Society, I have seen what a labour- 
saving device it is, and I feel that it should, if possible, be 
brought to the notice of the vast band of Red Cross workers 
all over the world through the medium of the British Medical 
Journal. 1 feel sure that they would appreciate its simplicity 
and welcome its usefulness in their voluntary work as helpers. 


Instructions for Use 
1. The markeen cloth should be washed and ironed. 
2. Pass one end of cloth over blade-holder B and fix to 
roller Al by means of clamp. 


Octairs of Woopen Ais A.2 


Groove 


5” FITTED WHOLE LENGTH OF ROLLER 
| FOR CLAMPING Eno OF CLOTH 
| CETAILS OF RAZOR Biace HOLOER B 


ry 
Woooen woroeR SLOTTED » RAZOR 
SCREWESO TO SHOULCERS AND SLOTS 
FILLED IN WITH PIECES oF wooo 
6. Unclamp cloth from roller Al and reverse roller A2, 
unwinding cut strips. 


7. After cutting the ends of the strips, loose threads should 
be pulled out or cut off. Used in conjunction with the bandage 
roller ten to twelve bandages can be cut and rolled in one hour. 
The cutter can also be used for cutting flannelette for many- 
tailed bandages. 


8. Different widths of roller bandages can easily be cut 
by having interchangeable razor-blade holders (B in the 
diagrams). 
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SULPHADIAZINE 


Reports from the U.S.A. on the properties of sulpha- 
diazine (2-sulphanilamidopyrimidine) continue to be 
favourable. It will be remembered that the chief 
advantages of this drug, apart from its wide applicability 
and a therapeutic effect at least equal to that of other 
sulphonamide compounds, are its freedom from toxic 
effects and the high concentration which can readily be 
maintained in the blood. Pharmacological studies such 
as those of G. J. Trevett, R. A. Nelson, and P. H. Long’ 
explain these high blood concentrations as the effect of 
slow urinary excretion. Absorption is also slow, and 
with larger doses incomplete: a dose of 0.05 g. per kilo- 
gramme of body weight is well absorbed, but doubling 
this results in only a moderate increase in blood con- 
centration. In this aspect of ‘its behaviour the drug 
resembles sulphapyridine, and in very urgent cases an 
initial dose of sodium sulphadiazine given intravenously 
may be advisable. Comparatively little of the drug is 
acetylated, a fact which may have much to do with its 
therapeutic success, as the acetyl derivatives of sulphon- 
amide compounds have no antibacterial action. There 
is fresh evidence of its therapeutic powers, both experi- 
mental and clinical. P. H. Long, E. A. Bliss, and E. 
Ott’ have carried out therapeutic tests in mice, adding 
each of four sulphonamide compounds to their food in 
such amounts as to obtain so far as possible a uniform 
blood concentration of from 5 to 7 mg. per 100 c.cm. It 
is interesting that the drug concentration in the diet 
necessary to produce this was 1.0% for sulphathiazole, 
0.8% for sulphanilamide, 0.5% for sulphapyridine, but 
no more than 0.1% for sulphadiazine. On this system 
of dosage sulphadiazine was as effective as sulphanil- 
amide in treating haemolytic streptococcal infection and 
as sulphapyridine in treating pneumococcal infection, 
but inferior to sulphathiazole for the latter. This 
inequality of effect was obliterated by increasing the 
amount of sulphadiazine in the diet to 0.2%, thereby 
producing a blood concentration of 10 mg. per 
100 c.cm.; increasing it to 0.5%, resulting in a blood 
level of 25 mg. per 100 c.cm., achieved an even higher 
recovery rate. There is no comparison with sulpha- 
thiazole in this experiment, but sulphapyridine given in 
the same dose is clearly outclassed. It also appears that 
sulphadiazine is at least as effective as sulphathiazole in 
treating staphylococcal infection in mice, though, as 
usual in this unsatisfactory form of experiment, it serves 
only to prolong survival into the second or third week. 

On the clinical side, Trevett, Nelson, and Long’ give 
the results of sulphadiazine treatment in forty-four cases 


1 Johns Hork. Hosp. Bull., 1941, 69, 303. 
Ibid., p. 297, 
3 Loc. cit. 


of haemviytic streptococcal and twelve cases of staphylo- 
coccal infection, and in fewer cases of various other 
conditions ; with these they were well satisfied. F. T. 
Billings and W. B. Wood’ treated seventy-five cases of 
pneumococcal pneumonia with sulphadiazine alone, with 
only one death. In thirty more severe cases of pneu- 
monia, sixteen having bacteriaemia, serum was given 
in addition: there were seven deaths, but the condition 
of six of the patients was hopelessly complicated by other 
disease. These authors, unlike Plummer and his col- 
leagues, whose findings we quoted recently,’ take the 
view that serum still has a place in the treatment of 
severe pneumonia, provided that dosage is large and 
controlled by the Francis skin test. H. F. Dowling et al.* 
also report the treatment of 115 cases of pneumococcal 
pneumonia, with thirteen deaths (11.3%): seventeen of 
these patients had bacteriaemia, and five of the deaths 
were in this group. This result differs in no significant 
way from those obtained by these and other authors 
from the use of sulphapyridine or sulphathiazole, and 
indeed it is doubtful whether any treatment will reduce 
the mortality of pneumonia much further, because there 
is always a proportion of cases in which some condition 
other than pneumonia itself gravely affects the prognosis. 
The main interest of all these papers lies not so much 
in the evidence they afford of therapeutic efficacy as in 
their uniform testimony to the freedom of sulphadiazine 
from most of the toxic effects which are now regarded 
as a necessary evil in sulphonamide treatment. Cyanosis 
is unknown; nausea and vomiting are rare, and are 
never severe. Only drug fever, skin rashes, and some 
mental disturbance seem to have been observed in more 
than very occasional cases, and such disturbances of 
haemopoiesis as have so far been noted were transient. 
The single fact that this drug rarely causes nausea is an 
inestimable’ blessing from the patient’s point of view. 


and as soon as its properties become widely known it | 


will be much in demand, if only for that reason. 

But a word of warning must be uttered. Crystal 
formation and renal complications may result from 
sulphadiazine therapy, as with sulphapyridine.’ 
Thomson, Herrell, and Brown at the Mayo Clinic® 
describe the case of a patient thirty-three years old who 
was given 75 to 90 grains of sulphadiazine daily for 
seven days. The urinary output steadily decreased from 
600 c.cm. on the first day to nil on the eighth. The 
blood urea rose to 70 mg. per 100 c.cm. Cystoscopic 
examination under anaesthesia showed an empty 
bladder, and catheterization of the ureters gave a grating 
sensation in the lower part of each ureter due to 
crystallized sulphadiazine. The crystals were dislodged 
by moving the catheters gently to and fro, and the pelvis 
of both kidneys was freely irrigated with warm water. 
The first specimen of urine contained 390 mg. of sulpha- 
diazine per 100 c.cm.—200 mg. as conjugated diazine 
and 190 mg. as free diazine. The urinary output 
immediately became normal, but twenty-four hours 
after catheterization the diazine content was 100 mg. per 
100 c.cm.—48 mg. free and 52 mg. conjugated. The 
blood urea rose temporarily on the first to BS 


* Johns. Hopk. Hosp. Bull., > 
° British Medical Journal, 1941, 
J. Amer. med. Ass., 1941, 117, 
Leedham-Green, British Medical Journal, 1941, 1, 586. 
§ Proc. Mayo Clin., 1941, 16, 609. 
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but fell to normal by the eighth day. The urine of this 
patient was alkaline in every determination except one 
during the course of administration of the drug. This 
is interes:ing in view of the report of Schwartz and his 
co-workers’ concerning the importance of keeping the 
urine alkaline so as to diminish the formation of crystals 
in the urine of patients treated with this drug. The 
Mayo Clinic workers rightly insist that even alkaliniza- 
tion is secondary in importance to the main single factor 
—which is to maintain the urinary output at the figure 
of at least 1,500 c.cm. a day. 

It is necessary to construct a table in which will be 
shown the solubility of all the sulphanilamide, pyridine, 
and sulphathiazole derivatives in water, saline, exuded 
serum, blood, and urine, both alkaline and acid. In 
the various accidents (with or without added infections) 
of aerial bombardment, this factor becomes an impor- 
tant one, for with a reduced volume of circulating fluid 
due to haemorrhage or shock, crystalluria may increase 
the burden already thrown on the kidneys. 


VITAMIN B DEFICIENCY AND THE 
SMALL INTESTINE 


It has been known for more than twenty years that 
deficiency of “ vitamin B” is associated with abnormal 
gastro-intestinal function. When vitamin B, was recog- 
nized as a separate component of the B complex a great 
eal of attention began to be paid to the state of the 
gastro-intestinal tract in beriberi and in experimental 
polyneuritis. In the human disease constipation is 
common, and animal experiments have demonstrated 
reduc2d tone and motility in stomach and intestine.” 
It is these findings, incidentally, which are responsible 
for yet one more addition to the already overwhelming 
list of “cures” for constipation. More recently other 
members of the vitamin B complex have been impli- 
cated as essential for normal digestive activity. Much 
of this work is the result of careful radiological studies. 
It began with observations on the small intestine in 
cas2s of sprue (Pillai and Murthi,"’ Mackie’). In these 
and later studies, mainly by American workers, it was 
found that characteristic changes occurred in the small 
intestine in association with several diseases. Apart 
from tropical sprue, th2se were steatorrhoea, coeliac dis- 
ease, ulc2rative colitis, nephrosis, diabetes insipidus, and 
some cases of obstructive jaundice.’* In early or mild 
disturbance of intestinal function motility and tonicity 
are increased, but later they are usually much dimin- 
ished. Abnormal segmentation -occurs, and there is 
often extensive alteration in the outline of the mucosal 
folds. As these radiological changes are most com- 
monly found in the states of primary or secondary 


nutritive failure, they have come to be referred to as. 


the “deficiency pattern” of the small intestine. The 
histological changes are on the whole rather vague. 
There is frequently atrophy of the muscular wall and 
of the mucosa; oedema, round-cell infiltration, and 


® Schwartz et al., J. Amer. med. Ass., 1941, 117, 514. 

10 See, far evamnle, Chatterjee, D. D., Ind. J. med. Res., 1935, 23, 191. 

11 Ind. J. Med., 1931, 12, 116. 

12 Mackie. T. T., Med. Clin. N. Amer., 1933, 17, 165. ; 

13 See Mackie, T.T., J. Amer. med. Ass., 1941, 117,910 ; and Golden, R., ibid., 
1941, 117, 913. 


fibrosis may also be found. In one specimen, of which 
more will be said later, changes in the nervous elements 
were discovered." 

The cause of this functional disability of the intestine 
is obscure. There is growing evidence that one or more 
components of the vitamin B complex are associated 
with its development. The “deficiency pattern” has 
been produced in dogs on a diet lacking vitamin B, and 
was only completely cured by the administration of the 
whole cemp.ex.'’ The work of Martin and his col- 
leagues’® is of interest in this connexion. Dogs in which 
mild constipation had been induced were fed with 
barium sulphate, together with one or more of the 
various components of the vitamin B group, and fre- 
quent radiographs were taken. These workers examined 
the effect not only of the better-known components of 
the group—vitamin B., nicotinic acid, riboflavin, choline, 
pyridoxine (vitamin B.), and pantothenic acid—but also 
of inositol, which has lately been shown to be an essen- 
tial dietary factor for mice. Only inositol and nicotinic 
acid were found to have an effect. Th2 former increased 
peristalsis in both stomach and small intestine ; nicotinic 
acid, on the other hand, decreased peristalsis and in- 
duced a state of repose. The authors suggest that the 
balance of th2se two factors might d2termine the 
motility of the gastro-intestinal tract. That the vitamin 
B complex is probably responsible for the “ deficiency 
pattern” in many of the patients showing intes‘inal 
abnormality is supported by therapeutic tests. Con- 
siderable recovery often follows the administration of 
liver extract.’ '* As might be expected from the dis- 
turbed alimentary condition, oral administration may 
not be effective and the extract may have to be given 
parenterally. The deficiency of the vitamin B may be 
primary—that is, caused by a low die‘ary intake—or it 
may bz secondary—that is, conditioned by a defective 
absorption of the vitamin because of some other patho- 
logical change in the intestine. In other words, the 
intestinal changes not only may result from the defi- 
ciency but might also be its cause. In either case 
the alimentary lesion will lead to still less adequate 
absorption of essential dietary factors, and a vicious 
circle is established. Lepore and Golden” find that the 
“deficiency pattern” in the small intestine is not con- 
fined to individuals with gross signs of diseases such as 
sprue. They describe a serizs of patients in whom the 
functional disorder of the intestine is accompanied by 
a series of symptoms and signs which, they claim, form 
a clear-cut svndrome due to deficiency of the vitamin B 
compl2x. There is usually a history of a diet rich in. 
carbohydrate and poor in vitamin B. The patients 
complain of vague gastro-intestinal symptoms, anorexia, 
and asthenia. Objective findings include a flat glucose- 
tol2rance curve, undoubtedly due to decrease in the 
absorptive powers of the intestine. The radiological 
findings were those of the “deficiency pattern.” The 
ora] administration of yeast extract was usually enough 
to produce rapid improvement: one patient who did 


146 Golden, R., Rad‘o!., 1941, 36, 262. 

18 Crandall, L. A., Chesley, F. F., Hansen, D., and Dunbar, J.,Proc. Soc. exp. 
Biol., N.Y., 1939, 41, 472. 

16 Amer. J. diges. Dis., 1941, 8, 290. 

17 Mackie, T. T., and Pound, R. E., J. Amer. med. Ass., 1935, 104, 613. 
ao T. T., Miller, D. K., and Rhoads, C. P., Amer. J. trop. Med., 1935, 

19 J, Amer. med. Ass., 1941, 117, 918. 
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not respond to this was cured by the parenteral adminis- 
tration of liver extract. 

Lack of vitamin B may thus be the cause of disturbed 
intestinal function. But the fact that exactly similar 
changes occur in such divers conditions as jaundice and 
nephrosis leads: one to think that there is a common 
defect in all these conditions which is the fundamental 
factor responsible for the observed derangement. 
Golden’ suggests that this common factor may be a 
dysfunction of the intramural nervous system of the 
small intestine. In support of this hypothesis he cites 
the histological appearance of a biopsy specimen from 
the jejunum of one of his patients who afterwards re- 
covered under treatment with vitamin B. The speci- 
men showed degenerative changes of the cells in both 
the myenteric and submucosal plexuses. Some workers 
have reported similar changes in animals on diets de- 
ficient in vitamin B. As further evidence Golden 
mentions the radiological appearance of the alimentary 
canal in newborn infants, in whom nervous control is 
known to be incompletely developed. The small in- 
testine shows slower motility than that of the normal 
adult, mucosal folds cannot be seen, and segmentation 
is pronounced ; in all these respects, therefore, the ap- 
pearance is similar to the “deficiency pattern” found 
in adult patients. Thus, according to Golden the occur- 
rence of the “deficiency pattern” in several unrelated 
conditions depends on a common disturbance in func- 
tion of the intramural nerves. 

The most important practical point which emerges 
from these studies is that careful radiological examina- 
tion of the small intestine may reveal the existence of 
unsuspected dietary deficiency. The impaired absorp- 
tive powers of the intestine, revealed, for example, in 
the flattened glucose-tolerance curve, may readily bring 
about still further depletion of the organism of the 
vitamin B components necessary for adequate intestinal 
function. Thus a vicious circle may be established 
which can be broken only by the administration, 
parenterally if necessary, of large doses of the vitamin B 
complex. 


WANTED—A CHEAP ANTIMALARIAL DRUG 
IN INDIA 


The history of cinchona cultivation in the British Empire 
constitutes a tragedy of mismanagement. During the 
closing years of the last century India and Ceylon led 
the world to an extent that over-production occurred, and 
the inevitable crash brought about the extinction of the 
cinchona industry in the British Empire; but owing to 
climatic advantages and more scientifically regulated con- 
trol the Dutch industry in Java survived. To-day that 
island has a virtual world monopoly, while India produces 
70,000 pounds a year against her real requirements of at 
least 1,000,000 pounds. Again, as in 1914, India is 
seriously alarmed at the prospect of a quinine famine in the 
face of the threat of war. The adoption of some intelligent 
forward policy in this direction is an urgent matter, but 
even if cinchona cultivation were immediately extended 
appreciable results would not be obtained for at least ten 
years. With the awakening of interest in the pharma- 
ceutical industry in India a demand has arisen for the 
revival of cinchona cultivation. It is not suggested that 
Java should be ousted from her present position of world 


monopoly, but that at least India should cater for her own 
needs. The object of supplying a cheap antimalarial drug 
for the people should be kept clearly in mind. Sir R. N. 
Chopra’s recommendation that the Cinchona Department 
should cultivate on a large enough scale that species of cin- 
chona best suited to the Indian climate has not been acted 
upon. The main obstacle to the problem of distribution 
to the needy is the high price of quinine fixed by the Java 
monopoly. 

Even if cinchona cultivation were extended in India the 
price would remain relatively high, but it is pointed out 
in a recent issue of the Indian Medical Gazette’ that a 
preparation of mixed cinchona alkaloids of the “totaquina” 
standard could be produced at a cost of one-seventh that 
of quinine. The “ totaquina” standard rivals in efficiency 
that of pure quinine, and wherever it has been tried out on 
an extensive scale this has been confirmed, while there are 
many who believe that the mixed alkaloids are even more 
efficacious than quinine in certain forms of malaria. This 
standard originated with the Malaria Commission of the 
League of Nations as being an efficient antimalaria drug 
that could be prepared from the hardier cinchona plants in 
the form of crystallizable alkaloids mixed in the proportion 
in which they occur naturally in cinchona bark. It is not 
generally realized that the preparation known as “ cinchona 
febrifuge ” contains the mixed alkaloids remaining after 
the removal of the valuable quinine, and its universal use 
in malaria is therefore to be deprecated, but the British 
Pharmacopoeia standard for totaquina demands that it shall 
contain at least 70% of crystallizable alkaloids, of which 
at least 15°4 shall be quinine. The essence of the whole 
matter would appear to be that, owing to failure to realize 
the urgency and magnitude of the problem, generations of 
doctors and the public have been educated to believe that 
only one alkaloid—quinine—is of any value in the treatment 
of malaria, when, on the contrary, it is probable that 
powdered cinchona bark gives every bit as good a result 
and could be manufactured at a price at which universal 
distribution to the malaria-stricken millions of India would 
become a possibility. 

In 1937, on the recommendation of the Indian Research 
Fund Association, the Government of India appointed an 
officer to determine what areas in India are best suited to 
cinchona cultivation, and what would be the cost of pro- 
duction in such areas. In this investigation the land con- 
sidered suitable for Cinchona ledgeriana has been chusen 
on the grounds that it yields the maximum quantities of 
quinine. The contention is that Governments in India 
should extend their present plantations, still growing the 
high-quinine-yielding C. /edgeriana in suitable areas, grow 
C. robusta and other hardier species in other areas, and in 
their factories manufacture a large preponderance of tota- 
quina and smaller amounts of pure alkaloids. No real 
progress can be made, it is argued with some force, until 
the commercial has been made subservient to the medical 
point of view. 


CLOVER INSTEAD OF HEPARIN 


+‘ Sweet clover disease’ has long been known to occur in 
cattle. It occurs when the cattle eat clover hay or silage 
that has not been properly prepared, and the symptom is 
bleeding, which may be fatal. The disease is cured by with- 
drawing the clover and also by injecting fresh serum from 
normal animals. Roderick* noted that the blood from 
cows suffering from the disease did not readily clot, and 
that there was a reduction in the amount of prothrombin. 


1 1941, 76. 225. 
. 2 Amer. J. Physiol., 1931, 96, 413. 
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For some years workers at the Wisconsin Agricultural 
Experiment Station® have been trying to isolate the sub- 
stance in clover which is responsible for the action, and 
have now found it. It is 3 : 3’-methylene-bis-(4-hydroxy- 
coumarin). Coumarin is an old friend, the odorous prin- 
ciple of the Tonka bean, used in pharmacy to disguise dis- 
agreeable odours ; it is therefore interesting to learn that 
a simple derivative of coumarin occurs in clover and has 
an anticoagulant action. Butt, Allen, and Bollman,‘ work- 
ing at the Mayo Clinic, have investigated the action of the 
isolated principle on the blood of dogs. They observed 
no effects whatever except those due to the altered coagu- 
lability of the blood, although doses as high as 100 mg. 
daily were given orally for seven weeks. Doses of from 10 
to 100 mg. caused great delay in coagulation time after 
forty-eight hours ; instead of being six to eight minutes by 
the method used it became twenty-five to thirty-five minutes. 
The change persisted until administration was stopped, when 
the coagulation time returned to normal in three to four 
days. Investigations have also been made in patients, but 
the results are not yet so clear as in dogs. After the 
administration of a dose of 0.3 gramme daily for five days 
the coagulation time was increased from three to eighteen 
minutes, but the effect persisted for about fourteen days. 
The authors think that this coumarin derivative from clover 
may replace heparin, because it can be given by mouth, 
has a prolonged action, and is cheaper. 


INTERNAL SECRETIONS OF THE GASTRO- 
INTESTINAL TRACT 


Bayliss and Starlings discovery of secretin in 1902 
naturally directed attention to a humoral conception of 
digestive processes. In 1906 J. S. Edkins described a gastric 
secretin, often called “ gastrin,” and this, with the previous 
discovery of enterokinase, increased the trend in that 
direction. It was not long, however, before the pendulum 
began to swing back. E. P. Cathcart, experimentally, and 
Clayton-Greene, clinically, showed that vagus stimulation 
could excite a secretion of pancreatic juice. Boldyreff and 
J. Mellanby found that, whereas the juice resulting from 
vagus action was rich in ferments, the juice evoked by 
secretin chiefly contained sufficient alkali to neutralize the 


acid of the gastric juice. Then it was claimed that gastrin | 


was nothing more than histamine and not a _ specific 
hormone. The humoral hypothesis, which had suffered 
severely from these observations, has now taken on a new 
lease of life and has been critically reviewed by A. C. Jvy.° 

It has always been difficult to prove whether gastrin is 
distinct from various other substances exciting a flow of 
gastric juice : local reflexes may be involved, for cocainiza- 
tion of the mucosa renders it insensitive to chemical stimuli. 
However, if histamine is really the gastric hormone, we 
musi admit the rather improbable consequence that its for- 
mation is prevented by atropiné, because this drug can 
abolish the secretory response to a meal but not to hist- 
amine itself. Moreover, histamine can be obtained most 
readily from the fundus, while, as Edkins showed, gastrin 
is more abundant at the pyloric end. Although it is nearly 
forty years since secretin was discovered, and although it 
has been prepared in a crystalline form, its chemical struc- 
ture is still unknown. It is only one of several stimulants 
of pancreatic juice, and is also a true cholagogue. It has 
not proved of use therapeutically, but, as H. Lagerléf® and 
others have shown, it is a valuable aid in the diagnosis of 


3 J. biol. Chem., 1941, 138, 513. 

4 Proc. PAayo Clin., 1941, 16, 388. 

5 J. Amer. med. Ass., 1941, 117, 1013. 
® Quart. J. Med., 1939, 8, 115. 


pancreatic disease. The evacuation of the gall-bladder 
must be due mainly to humoral influences, for it is not 
aflected by denervation, while the presence of hydrochloric 
acid in the duodenum of a donor dog causes evacuation in 
the recipient animal in a cross-circulation experiment. A 
hormone—cholecystokin—which relaxes the sphincter of 
Oddi has also been obtained from the intestinal mucosa. 
The inhibition of gastric secretion by neutral fat is not 
brought about’ locally, but apparently by the interaction 
of the fat with the intestinal mucosa, leading to the appear- 
ance of an inhibitory hormone—enterogast' one—which has 
also been isolated from the urine. Another such extract— 
enterocrinin—has been credited with a stimulant action on 
the secretion of succus entericus, and yet another on the 
movements of the villi. It should be noted that the 
presence of hydrochloric acid seems to be involved in all 
these reactions, which fact in itself makes it clear that both 
humoral and nervous influences can be effective, for how 
otherwise could the subject of achylia gastrica be as free 
from digestive symptoms as he often is? Whether the 
gastro-intestinal tract can elaborate an “ insulin synergist ” 
must remain an open question for the present. 


THE PROBLEM OF ASTHENOPIA 


Asthenopia is one of those ill-defined terms that have a 
different significance to succeeding generations. Very much 
in use throughout the greater part of last century, it has 
tended to fall into relative disuse of late years. But the 
conception of asthenopia is now again being used to explain 
a variety of symptoms hitherto accounted for by refractive 
errors. Now that enthusiasm for the correction of refrac- 
tive errors as a remedy for a wide range of general symp- 
toms has waned, more attention is being given to other 
disturbances in ocular function. More searching tests for 
ocular function have revealed that ocular symptoms pre- 
viously ignored are to be explained in terms of asthenopia. 
This healthy reaction is clearly brought out in a recent 
article by Mr. F. A. Williamson-Noble.' The significance 
of muscle imbalance has been known for many years, and 
correction by prisms has on the whole not found any wide 
application. In retrospect this is not surprising, for to 
attempt to treat muscle imbalance in a manner like that 
employed in refractive errors overlooked the point that 
refractive errors are relatively static conditions, while 
muscle imbalance is essentially dynamic. There is thus 
much to be said for the more modern methods of muscle 
training which take into account the essential plasticity of 
muscle function, and Williamson-Noble records a grati- 
fyingly high incidence of relief of ocular discomfort in 
patients in whom insufficiency of convergence appeared to 
be the underlying cause. Other new developments, such as 
the relief of symptoms by correction with special lenses 
which take into account unequal image formation in cases 
of anisometropia, and some less established procedures, are 
extending the possible field of action. In the search for 
organic factors in ocular discomfort no ophthalmologist can 
overlook the purely psychological aspect. It is this that 
makes assessment of new methods so difficult, for a good 
many patients with ocular discomfort suffer from mal- 
adjustment, and some of them are highly susceptible to any 
form of treatment and suggestion. It does, however, mark 
an advance to realize that the correction of refractive errors, 
while it has made a useful addition to our methods of 
treatment, has not solved all the problems of ocular dis- 
comfort and but few of those connected with general 
symptoms, and that the conception of the dynamic function 
of vision is opening up new fields fer clinical investigation. 


1 Brit. J. Ophthal., 1941, 25, 397. 


own 
drug 
ment 
. 
cted 
ition 
1 the 
ta 
at a 
ina ae 
that 
it on 
nore 
the | 
drug 
ts in 
‘tion 
after 
shall 
hich 
hole 
ilize 
s of 
that 
nent 
that 
>sult 
rsal 
ould 
arch 
1 an 
d to 
pro- 
usen 
s of 
ndia 
the 
d in ae 
ota- 
real 
until 
ical 
ir in : 
lage 
rom 


80 Jan. 17, 1942 


MINOR TACTICS IN THE BLOOD BANK Fg 


MINOR TACTICS IN THE BLOOD BANK 


BY 


W. GILBERT MILLAR, M.B., Ch.B. 
Director, Blood Bank, Victoria Infirmary, Glasgow 


It is perhaps a little difficult to justify the production of 
yet another paper on the technique of blood withdrawal. 
The fact is, however, that in all practical matters slight 
variations in method may make a considerable difference 
to the comfort of the operator and to the facility, and 
hence to the efficiency, of the operation. It is with this 
in mind that the following account is given of some of 
the “ minor tactics” employed in this bank. 


The Apparatus 


The apparatus used consists of the following component 
parts, and is shown in the accompanying figure. The blood 
bottle (1) is the standard M.R.C. pattern with two holes in the 
metal cap. The donor needle (2) is that supplied by the 
Scottish National Blood Transfusion Association, 35 mm. long 


40 


Components of the apparatus (with attached scale of 3 inches). 
1, M.R.C. blood bottle with citrate. 2, Donor needle with stylet 
as point guard. 3, Same in test-tube, sterile. 4, Bottle needle 
(long) and air-outlet needle (short). 5, Same in test-tube, sterile. 
6, Rubber connecting-tube with glass window, and needle 
adapters. 7, Same, sterile in its glass tube with protruding wire 
handle. 8, Citrate bottle, showing filter and nozzle for syringe 
on right, needle socket in glass dust shade on left. 9, Pilot tube. 
10, Wassermann tube. 


by 16 S.W.G. The “bottle” needle is longer and stouter— 
about 50 mm. by 14 S.W.G. These are used connected by red 
rubber tubing furnished at each end with a neecle adapter, and 
with a short length of glass tubing in the middle. The air- 
outlet needle is of 14 S.W.G. and about 35 mm. long. Addi- 
tional apparatus comprises a vacuum bottle and a sodium 
citrate bottle. 

The blood bottle contains 75 c.cm. of 3.8% sodium citrate in 
normal saline and is sterilized by autoclaving in the usual 
manner. It is then immediately capped with a square of cello- 
phane -held by a rubber band. The donor needle is lightly 
oiled with ljquid paraffin and the stylet inserted. The wire is 
bent twice at 45 degrees so that the tip cores just beyond the 
needle point when the first bend engages with the bottom of the 
bevel. The wire thus acts as a point guard and allows the 
neecle to be stored point down in an ordinary test-tube without 
danger of blunting (3). The tube is plugged with cotton-wool 
and sterilized in the hot-air oven. The “ bottle ” and air-outlet 
needles (4) are treated in exactly the same way, and are packed 
in the one tube (5). The connecting tube (6) is of ordinary red 
rubber of 5 mm. bore, not of pressure tubing, which is unneces- 
sary and is cumbersome in use. The glass wincow is not 
essential, but it allows the progress of the bleeding to be 
observed and is of service in that short lengths of rubber tube 
can be used up. These shorter lengths are easier to clean than 
the full length of 18 inches or so. The connexion is contained 
in a length of glass tubing of about 15 mm. bore and about 

2 cm. long (7), which is closed at one end by a vaccine-bottle 
cap of rubber and at the other by a wool plug. A small piece 


of wire lightly hooked round the rubber tube at the end near 
the plug protrudes outsice and provides a means of extracting 
the connexion in an aseptic manner. Thevtubing is autoclaved 
for sterilization. The apparatus is thus available for direct use 
on the donor in already steri'ized unit packages—namely, 
(i) blood bottle, (ii) donor needle, (iii) connecting tube, and 
(iv) bottle needie and air-outilet needle. 

The sodium citrate bottle (8) is used to blow citrate solution 
through the donor needle and rubber connexion before use. It 
consists of a standard blood bottle with a two-hole rubber bung. 
Through one hole passes a short glass tube bent twice at right- 
angles, to which is connected, through a cotton-wool filter, the 
bulb of a Higginson syringe. The other hole carries a jong 
glass tube reaching nearly to the bottom of the bottle. It also 
is bent at two right-angles. Its outer limb passes through a 
rubber bung in a wider glass tube, which acts as a dust shade, 
and ends with the socket of an old Record needle attached to 
it by a short length of rubber tubing secured by wire. The 
lower end of the dust shade extends a little below .the level of 
the needle socket and is closed while not in use by a second 
rubber bung attached to it by a string. This citrate bottle is 
sterilized in the autoclave. 

The vacuum bottle provides a handy means of applying 
suction to accelerate the blood flow if this becomes too slow. 
It consists simply of a Winchester quart bottle provided with a 
rubber stopper through which passes a short glass tube. To 
this is attached a four-foot length of rubber tubing ending in a 
brass tube about three inches long. A needle adapter is 
sweated into the free end of the glass tube. A spring burette 
clip on the rubber tubing acts as an on - off valve, while a screw 
clip serves to acjust the strength of the suction. The bottle 
is evacuated before use by means of a Geryk ait-pump, about 
two minutes being long enough. If a water-pump is employed 
about couble this time is required. 

The remainder of the apparatus actually used at the couch- 
sice is stancard, and incluces pilot tube (9), tube for Wasser- 
mann sample (10), sphygmomanometer, hypodermic with 
novocain (now very rarely called for), swabs, skin antiseptic, etc. 
Equipment used by the person receiving the full bottle is mainly 
clerical and comprises the necessary record books or forms, 
labels, rubber bands of two sizes (one to fit the neck and the 
other to fit the waist of the bottle), and a supply of cellophane 
squares for re-capping the bottle. This cellophane should not 
be of the waterproofed variety, as the proofing varnish cracks 
and flakes on sterilizing. Jt has been found that if a packet 
of ordinary cellophane squares is autoclaved it sticks together 
in a solid mass, from which single sheets can be peeled as if 
from a sketch-b!ock ; the remaincer being closely applied 
together, the contiguous surfaces are kept quite sterile. 


Method of Use 


When the donor has been prepared in the usual way, the 
Operator receives a rubber connexion (less wire handle) from 
its tabe and attaches it to the donor needle. The adapter at 
the other end of the connexion is pushed into the needle socket 
on the citrate bottle, and the assistant gives two or three pumps 
at the rubber bulb to blow citrate Cown the tube and needle. 
Meanwhile the b!ood bottle has been uncapped and the bottle 
needle and air-outlet needle thrust through the washer via the 
two holes in the metal cap. The donor needle is pushed into 
the vein, and when blood is flowing easily through the glass 
wincow-tube the acapter at the far end of the rubber connexion 
is pushed into the socket of the longer needle. It is worth while 
taking a little trouble to ensure that it is the long needle that 
is used,’for then there is scarcely any chance of soiling the 
lower end of the air-outlet needle and so blocking the airway. 

In most cases the blood runs as fast as is compatible with the 
well-being of the Conor, but in the minority there may be some 
sluggishness, which not only extends the time of the operation 
but also increases the risk of clotting the needle. In our 
exper‘ence the commonest cause of stoppages is the obstruction 
of the end of the needle either by a flap of a valve or by the 
wall of the vein coming against it. In most cases a slight 
adjustment of the position of the needle is all that is necessary 
to re-establish the flow. In a few cases there is a strong sug- 
gestion that the vein goes into spasm. If it is decided that 
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suction is required, the adapter at the end of the long rubber 
tube from the vacuum bottle is pushed into the socket of the 
(shorter) air-outlet needle and the spring clip opened for a 
short time, the screw clip having been adjusted so that the 
suction is not too violent. The vacuum bottle may be left 
attached—a momentary opening of the clip being then necessary 
from time to time to remove the excess air from the blood 
bottle—or it may be detached if the flow is properly re-estab- 
lished. We have found it important to avoid the use of too 
much or too violent suction, since this is very apt to draw 
valve or vein wall against the point of the needle and thus very 
effectively to defeat its purpose. Moreover. too violent a 
suction very often causes a considerable frothing of the blood. 
The degree of this seems to vary a great deal from donor to 
donor, but any pronounced “ head” on the blood is an unmiti- 
gated nuisance. Not only coes it get into the air-outlet 
needle, blocking it or soiling the vacuum tube, but it usually 
does not get properly mixed with the citrate and therefore clots, 
forming a kind of foamy blancmange which floats on the 
surface of the blood. This is very likely to block the delivery 
set at transfusion or, alternatively, cause a good ceal of staining 
of the plasma from haemoglobin laked from the susrended 
corpuscles and thus depreciate the value of the sample for 
plasma salvage. 

While the blood is running into the bottle it is kept well mixed 
with the citrate by fairly brisk rotation and sideways shaking. 
Regular rotation is to be avoided, since it is apt to segregate 
the incoming blood into a column in the middle of the bottle. 
This column does not get properly mixed and may clot, with 
results similar to but rather worse than those produced by 
frothing. 

When the required amount of blood has been drawn off, the 
adapter is removed from the bottle needle, the rubber tube 
being pinched, and the bottle with its attached needles passed 
on to the reception member of the team. Meantime the pilot 
tube and Wassermann tubes are filled, the donor needle with- 
drawn, and the donor tidied up. The operator hands the con- 
necting tube to the attendant, who at once washes it through 
with water to remove the bulk of the blood and prevent block- 
ing. It is then put into water to await proper cleaning. The 
bottle of blood has already been handed on to the responsible 
receiver, who removes the needles and at once re-caps it with 
sterile cellophane, labels it, and, when he receives them, attaches 
the pilot tube by means of the larger rubber band and labels 
the Wassermann tube. The pilot tube contains no anticoagu- 
lant, as we have found it preferable to let the blood clot. When 
a test is required a portion of the clot is fished out with a 
sterile wire loop and emulsified in saline. Not only do the 
cells keep better in their own serum than in citrate or oxalate 
but there is less liability to total loss of the sample if the 
tube is dropped or otherwise broken, since the semi-solid mass 
of clot can usually be retrieved more or less unharmed. The 
routine check-grouping is done on cells taken from the Wasser- 
mann tube and similarly clotted. For obtaining pieces of the 
clot we have found that a resistance wire (nichrome) loop of 
rather large size, with the wire at the gape flattened into a 
fairly sharp cutting edge, is a convenient implement. Platinum 
is too soft to make much impression on the average tough clot. 


_ Conclusion 


No particular novelty is claimed for the set-up de- 
scribed above. It is the outcome ‘of a couple of years’ 
experience, and works well under our particular conditions. 
There are one or two definite advantsges. The packing 
of the needles and tubes in unit glass containers is more 
convenient for a centre where the app2ratus is prepared 
and sterilized on the spot than the more usual packing 
of a complete set in a paper or cloth wrapping. For one 
thing it permits of different modes of sterilization appro- 
priate to the different components, and, for another, it is 
simpler to remove the components from their t-bes than 
it is to unwrap a whole withdrawal set. Moreover, it is 
more economical in supplies, a matter of no small moment 
in view of the frequent delays in obtaining requirements. 
The vacuum bottle is superior to the air-pump used 


directly as a means of suction. It is cheap; it can be 
expanded rapidly and easily, to cope with any sudden call 
for the bleeding of large numbers of donors, in a way 
that would be quite impracticable if additional air-pumps 

had to be provided ; it avoids the necessity for permanent — 
or semi-permanent fittings (an important point if the bank 
ha§ to change its quarters) ; it provides the necessary gentle 
suction ; and, finally, there is no possibility of an accident 
such as was recently reported in the Journal (August 30, 
1941, p. 311). 


— 


WELFARE OF THE EXPECTANT MOTHER 


The Minister of Health (Mr. Ernest Brown), addressing the 
National Council for Maternity and Child Welfare, stated that 
as soon as possible there would be a full investigation into the 
neonatal mortality rate, which was too high. He had been 
told that while many factors contributed to the high death rate 
of newborn infants, prematurity was one of the most frequent. 
No effort should be spared to ensure that every expectant 
mother had access to services and facilities which would 
enable her to have a normal pregnancy and confinement. As 
a result of the evacuation plans which were made for expectant 
mothers and the provision for their care and confinement 150 
emergency maternity homes were now in existence, with ante- 
natal hostels to serve most of them for the reception of 
expectant mothers during the last month of pregnancy. The 
homes had been fully utilized, and 30,000 women had been 
confined in them. Speaking of wartime nurseries for the care 
of the children of working women, he said that over 400 of 
these had been approved and 264 more were in preparation. 

Lord Dawson of Penrf, who presided, drew attention to the 
serious warning inherent in the trends of population to-day. 
If these trends persisted there was a prospect that the total 
population of England and Wales would have declined by three 
and a half million by 1965. Relatively older lives contributed 
increasingly and new lives decreasingly to its composition. 
There was a fear, indeed a prospect, that this generation would 
not during its lifetime produce sufficient children to replace 
itself. 

Dr. W. Fletcher Shaw, President of the Royal College of 
Obstetricians and Gynaecologists, gave a heartening account of 
the progress which had been made, more particularly in child 
welfare, since the first decade of this century, especially the 
reduction in infant mortality, due in large part to the elimina- 
tion of infantile diarrhoea. On the ante-natal side, however, 
he did not think that as much progress had been achieved. 
There was a disposition to take maternal mortality as the one 
criterion of maternity work, but for every woman who lost her 
life in childbirth there were many who dated ill-health and 
disabilities to the same process. The incidence of eclampsia, 
said Dr. Shaw, had fallen materially, and this must be due, he 
thought, to better ante-natal supervision. Fistulae and other 
obstetric injuries were fewer, and this also in part must be 
ascribed to the same cause, though another reason was the 
better training of medical students. The aim must be to get 
every pregnant woman uncer observation ; there were still far 
too many whose difficulties were recognized only when they 
were in labour. The greatest confession of bad treatment in 
obstetrics was the case of “ failed forceps.” He concluded with 
a plea for regionalization of services, whereby it would be 
possible to establish hospitals with trained staffs where they 
could best be used, without regard to arbitrary demarcations 
of small areas. 


A. M. Snell ((Winnesota Med., 1941, 24, 210), who maintains 
that pancreatic lithiasis is not nearly so rare as was formerly 
believed, states that 18 cases occurred at the Mayo Clinic during 
the last three years. X-ray evidence of stone was found in all ; 
in 6 the diagnosis was confirmed by operation and in 2 by 
necropsy. The principal symptoms are colicky pain, motor 
disturbances of the gastro-intestinal function, steatorrhoea, and 
complications such as tuberculosis, endocarditis, and pyle- 
phlebitis. Treatment is exclusively surgical. 
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CHEMICAL ANALYSIS AND PHARMACY 
HARRISON MEMORIAL LECTURE 


The Harrison Memorial Lecture for 1941 was delivered 
to the Pharmaceutical Society of Great Britain by Mr. 
THOMAS TICKLE, B.Sc., F.L-C., who has practised as an 
analyst for forty years in close association with pharma- 
ceutical matters. His subject was “The Influence of 
Analytical Chemistry on Pharmacy.” 


The greatest of the changes which pharmacy had undergone, 
he said, were due to the progress of pharmacology, with conse- 
quent development in therapeutic practice, and it was here that 
analytical chemistry had played its most conspicuous part. 
Pharmacology could only grope in the darkness without a 
knowledge of the exact identity of the medicaments studied. 
and therapeutic practice could only be haphazard without 
standardization. 

Nothing was more remarkable in the history of medicine than 
the search for substances of therapeutic value. It had been 
carried to the Arctic regions, whence musk for a time took a 
place in materia medica, and to the then unexplored regions 
of Africa and South America, where curare and strophanthus 
were obtained. The rare earths had been considered from the 
point of view of pharmacological activity, and the salts of 
lithium, cerium, and thallium put to medicinal use. In the 
meanwhile chemical analysis, made without ulterior purpose, 
fulfilled a great part ef the pioneer work of charting unknown 
regions of chemical science and preparing the way for later 
researches in pharmacology. Thus carotene was isolated and 
identified for half a century before the word “ vitamin” was 
coined, and when vitamin study was taken up carotene was 
recognized as the mother substance of vitamin A. Ergosterol 
was recognized as a constituent of other fungoid vegetable 
growths many years before it came into use as the raw material 
for the production of calciferol. 

The early part of the nineteenth century was fruitful in the 
discovery of the active medicinal constituents of plants, much 
of it the work of pharmacists, with whom sometimes the experi- 
mental philosophers were associated (John Dalton and, of an 
earlier day, Robert Boyle were mentioned). Analytical 
chemistry fulfilled a critical need by standardizing galenical 
preparations, as, for example, the morphine content of medicinal 
opium. Without standardization galenicals prepared from 
crude opium must have produced erratic responses in treatment, 
and consequently fallen into disrepute. 


Tablet Pharmacy 


The discovery by analysis of the active principles of drugs 
had not abolished the use of galenicals, but it had had a pro- 
found effect on pharmacy. A new pharmacy had grown up 
in which supplies of codeine, atropine, caffeine, salicin, santonin 
were called for, and a great number of products originating 
from crude drugs. This was the soil in which the seeds of 
tablet pharmacy germinated. The number of these medicinal 
substances continued to increase. The discovery of adrenaline, 
thyroxine, insulin, ascorbic acid, and aneurin were instances of 
progress in the isolation of definite chemicals each having a 
specific physiological activity. One or more of the active 
principles of pituitary might soon be added to the list. Whenever 
a new substance was now obtained it could usually be fitted 
into its place among a group of kindred substances having a 
known constitution, and this enabled the molecular structure 
of the new substance to be ascertained with greater facility. 

The greatest revolution in analytical methods was due to 
micro-analysis. Research chemists of a few years ago would 
have needed a quantity measured in ounces for ghe determination 
of a structural constitution where they now were able to succeed 
with no more than about a single grain at their disposal. 

In a few cases analysis was not ready to aid therapeutics with 
a means of standardization or a method of preparing an active 
principle in a state of purity. Preparations of digitalis and of 
strophanthus had not yet yielded their active principles in a pure 
form, and liver as a medicament still remained, as did opium 
before the discovery of morphine, the bearer of an active 


_ number of the preparations of the Pharmacopoeia. 


principle entirely unknown. Again, the purity of neoarsphen- 
amine could not be certified by chemical methods. More 
often, however, the experimental analysis succeeded in rapid 
isolation. One of the most rapid on record was the isolation 
and appearance in the Pharmacopoeia of ascorbic acid very 
soon after it had been thought likely that citrus fruit juice 
contained a peculiar vitamin. 


Tests for Purity 


Perhaps it was in the purity of drugs and medicaments that 
analytical chemistry had gained its greatest influence. The 
purity of modern pharmacopoeial preparations which was 
ensured by the official tests would have excited the wonder 
of a bygone generation of pharmacists. In the history of 
pharmacy there was a conspicuous rarity of any tradition 
of the prevalent occurrence of a noxious impurity in 
any medicinal preparation. When artificial salicylates were 
introduced there was a suspicion that salicylic acid might con- 
tain the isomeric acid and possibly traces of toxic matters 
originating from the crude phenol of tar, but this suspicion was 
soon dispelled. 

Refinement of pharmaceutical products had been the 
governing principle of the manufacturers. It was generally 
assured by tests for traces of foreign substances which were 
never absent from the unrefined product. Tests for arsenic, 
lead, and chloride were enough to ensure the purity of a large 
It was not 
so much because lead and arsenic were potentially harmful— 
ihe magnitudes were too small—but arsenic was everywhere 
associated with sources of sulphur, and sulphuric acid entered 
into almost all chemical manufacture, so that the disappearance 
of arsenic—a metal easily recognizable to the extent of a tenth 
of a grain in a hundredweight of material—was a sign of refine- 
ment. By securing refinement from harmless infinitesimals an 
assurance of refinement from other mere obscure impurities was 
obtained. 

After pointing out the rarity of complaints against pharmacists 
Mr. Tickle said that it would be wrong to suppose that the 
purity and quality of medicines depended on the Food and 
Drugs Act : the care exercised by pharmacists had set their work 
at a level beyond the reach of any pressure that the Act could 
exert. 


Synthetic Chemistry 


The lecturer then discussed* the respective merits of the 
analytical method and of biological assay. The former, though 
it maintained an accuracy extending to decimals, might yet be 
false in its whole number when there was an imperfect know- 
ledge of the thing assayed ; the latter might be uncertain of its 
decimals, but was sure of the truth of the whole number. 
Finally he spoke of synthetic chemistry, of which analytical 
chemistry was the parent. Analytical chemistry determined the 
molecular structure, and when this was known, synthesis became 
possible. It was often more economical to prepare a pure 
substance artificially than to extract it from the material in 
which it occurred in Nature. Adrenaline, ephedrine, and aneurin 
Were instances. 

A good deal of research had been done of late in the 
synthesis of substances in the hope of finding useful medicinals 
of specific activity, and in view of the fact that there had been 
no other guide but empiricism in the prosecution of this 
research, the results were by no means inconsiderable ; but we 
were still a long way from a chemical explanation why such 
different substances as sugar and saccharin had a similar taste. 

Great discoveries were often born of chance, but not until 
after much knowledge had been gathered and the penetrative 
view of a genius had seen how all the apparently incoherent 
facts were subordinate to one governing law. When the key 
to this new world of pharmacological science was found it was 
analytical chemistry that would have supplied the framework 
to the new discovery. 


As a result of the appeal by the Ministry of Health and the 
Department of Health for Scotland, about 200 tons of rose- 
hips have been collected for conversion into syrup, rich in 
vitamin C, for the use of children. 
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POSSIBLE ROLE OF THE BATHROOM IN 
THE SPREAD OF HOSPITAL 
INFECTIONS 


The Cross-infection in Hospital Wards Subcommittee of 
the Preventive Medicine Committee of the Medical Re- 
search Council has transmitted the following statement by 
a medical colleague based on his personal experience as a 
hospital patient: . 


In the paper on hospital infection of wounds by Miles et al. 
(British Medical Journal, 1940, 2, 855, 895) it is mentioned 
that the inadequately disinfected bath may be a means of 
spreading infection from patient to patient. I can testify from 
personal experience to the reality of this danger. 


I was recently a patient in a large general hospital where I 
would say that the general standard of care in nursing is 
unusually high. Although a “medical” case, I was bedded, 
owing to the emergency conditions, in a surgical ward, and | 
used the common bathroom attached to it. In the mornings I 
took my turn for the bath with a number of ambulatory surgical 
cases, and on some occasions the congestion was such that two 
or more men would be in the bathroom at once; while one 
was bathing, the others would be shaving or dressing. It was 
the ordinary procedure in that particular ward—and, I imagine, 
throughout the hospital—for the ambulatory and convalescent 
cases Who were permitted, or had been ordered, baths to discard 
their own soiled dressings on to the floor of the bathroom or 
lavatory. These dressings, often copiously stained with wound 
discharge, would remain on the floors for at least several hours, 
until they were swept up by the ward charwomen, naturally 
without any antiseptic precaution. The patients who used the 
bath, in such rapid succession that there was no opportunity to 
clean it between users, included cases of draining ischio-rectal 
abscess (who had been urged to lie there and soak, thereby con- 
siderably * holding up the traffic ’’) and cases of partially healed 
carbuncle. I have myself seen a case of ischio-rectal abscess 
from which sloughs were coming away, followed in the bath— 
after only a change of water—by another patient. While it 
may be true that the pus: from such granulating wounds is 
unlikely to be rich in living pathogenic bacteria, the communal 
system under which patients remove their dressings and take 
their baths in careless proximity is, to say the least of it, un- 
aesthetic and unhygienic ; and it is not difficult to imagine forms 
of infection which might be conveyed by such means. | may 
add, from my own selfish point of view, that my complaint to 
the ward sister about the conditions in the bathroom led to my 
being provided with a generous bottle of a chloroxylenol solu- 
tion so that I might disinfect the bath personally before using it. 
On many occasions, too, in concession to my medical fastidious- 
ness, the cleansing of the bath was done for me by one of the 
nurses ; but it is quite clear that time and the amount of work 
to be got through wouid have made it impossible for the existing 
nursing staff to give this special service to every patient. The 
question of whether rinsing out a used bath with a chloro- 
xylenol solution, applied with a brush or sponge, followed by. 
say, two changes of water is an effective way of destroving or 
removing the bacteria which may be caught up in a “soap- 
ring’ raises technical problems which I am not competent to 
discuss. . 


I wish to make it perfectly clear that I do not suppose for a 
moment that the conditions to which I have referred are con- 
fined to one particular ward or hospital. It is, as I have already 
indicated, my belief that the standards of nursing and treatment 
which I received were indeed exceptionally good. 


What is needed to abolish this dangerous source of potential 
infection is the “revolution” in training and education of 
nursing personnel which is called for by the authors of the 
paper mentioned above and emphasized in M.R.C. War Memo- 
randum No. 6.’ The teaching of Lister—like his carbolic spray 
~-may have permeated the operating theatre and penetrated to 
the ward ; but it cannot be said to have penetrated adequately 
as yet to the bathroom and lavatory. 


1 Prevention of Hospital Infection of Wounds.’’ H.M. Stationery 
Office, London. 


SOME POINTS ON COMMUNAL FEEDING 


According to the War-time Nutrition Bulletin for -October- 
November, 1941, some interesting experiments have been made 
in Aberdeen school canteens towards educating children to eat 
more wholesome food. The “Oslo breakfast” was instituted 
without much success, but it was found that various foods, at 
first unpopular, could with a little discretion be made acceptable. 
For instance, haricot beans, which were rejected when served 
whole .in vegetable pie, vegetable stew, and haricot mutton, 
could be mace more palatable by mincing. A few tins of small 
beans in tomaio sauce were also successfully added to haricot 
mutton. It was found that the children enjoyed fish pie when 
it was made with white fish, such as cod or ling, but not with 
salt fish ; so salt fish was added only gradually to the pie, and 
in this way the children accepted it without complaint. Potted 
herring was also a complete failure until it was gradually mixed 
into a popular white-fish kedgeree. Experiments with fish flakes 
and powder have also been successful. 


Vegetables, especially green ones, have been mixed with 
meat on the plate, so that they could not be picked out and left 
on one side. Stews have been made with plenty of carrots and 
turnips, and shepherd’s pie with alternate layers of mashed 
potatoes, mashed vegetables, and minced meat. No difficulty 
was experienced with milk puddings or with whole- or wheat- 
meal bread. It is curious that lemon and pineapple were not 
favoured as flavourings, though pineapple tartlets were liked. 
It is pointed out that the attitude of those serving the meal is 
of importance. If such people are tactful they may be able to 
persuade children to try new dishes more readily, and they can 
also inculcate pride in cleanliness. 


Spoilage of Food in Transport 


Though these Aberdeen experiments have been interesting 
and satisfactory, difficulty has been experienced in other parts 
of the country in transporting meals, some of which arrived 
“in a sodden-and unattractive state, due to condensation of 
water inside the hot containers.” Boiled, steamed, and fried 
fish were rendered unappetizing, for although the taste was not 
greatly affected the dishes had a strong smell which set children 
against them. It was found that liver should be baked and not 
fried if it is to be conveyed successfully. After being in the 
containers potatoes have turned out less floury, and greens less 
crisp. The best carrying dishes were cold fried fish, stews. 
mince, and sausages. In view of these experiences the Children’s 
Nutrition Council recommend a detailed investigation of the 
working of all existing schemes and of the containers used for 
transporting food. 


It is also pointed out in their bulletin that the ewe population 
of the country is about 8,000,000, and that theoretically it would 
be possible to make more than 100,000 tons of cheese per year 
from this source, allowing an individual yield of 10 gallons a 
year. From every gallon it is possible to make 3 Ib. to 4 Ib. 
of cheese. Experiments in manufacture have been carried out 
in the Northamptonshire Institute of Agriculture. 


Sham Substitutes 


On September 15 a firm was fined £20 for selling as an orange 
substitute, stated to possess full vitamin value, bottles contain- 
ing littke more than coloured water. Attention has also been 
called recently to the marketing of milk substitutes that are 
more than 90°, flour, egg substitutes, etc. The War-time 
Nutrition Bulletin says: “It is not sufficient for Parliament to 
enact that the exact ingredients should be stated on the label . . . 
it is necessary also to protect the most ignorant of housewives. 
The very terms ‘milk,’ ‘egg,’ ‘orange,’ etc., should be 
excluded from the definition. In the second place, there is as 
yet no law covering the vitaminized foodstuffs—for example, 
margarine, bread. The Food and Drugs Act should be 
amended to define the precise degree of fortification required 
by law in any foodstuff to which vitamins or mineral salts have 
been added.” 
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X RAYS IN MANIPULATION OF FRACTURED LIMBS ' earned 


MeDiCaAL JOURNAL 


USE OF X RAYS IN THE MANIPULATION 
OF FRACTURED LIMBS 


In view of the damage sustained by surgeons both in this 
country and the U.S.A. when using x rays in the manipula- 
tion of fractured limbs, the British X-ray and Radium 
Protection Commiitee has drawn up the memorandum 
printed below. 


X rays may be used for this purpose—and also for the 
removal of foreign bodies—in two ways: (1) By screening or 
taking radiographs (which can now be processed very rapidly) 
when the surgeon believes he has attained correct position. 
Radiography should be the usual procedure adopted, and should 
involve no exposure of the hands or person to a direct beam 
of x rays. (2) By actually manipulating the fracture under 
fluorescent screen control. This inevitably produces conditions 
of grave risk and cannot be rendered safe, for the surgeon’s 
hands must at times come into the direct beam of x rays. 
Only in exceptional cases should the second alternative be 
adopted, and then only on the responsibility and uncer the 
direction of the senior surgeon. Such work should never be 
delegated to juniors. 


General Conditions 


The operating room should be satisfactorily darkened. Lights 
should be dimmed as far as possible before screening, and no 
lights should face the surgeon. The previous films of the case 
should be seen and memorized, and not scrutinized in a bright 
viewing box immediately before the manipulation. It is essen- 
tial that the surgeon should prepare his eyes for screening. 
This takes a certain amount of time, which varies with the 
individual, but a minimum period of five minutes in the dark 
should be allowed fer this. It can also be attained by using 
a single red light in the room or by the wearing of dark (pre- 
ferably red) goggles for a period of some minutes before screen- 
ing is begun. 

The x-ray apparatus should be operated by a radiographer 
who has been specially trained for this work.. He should be 
given definite instructions by the radiologist’ as to the limits 
within which he must use the apparatus. These limits should 
be governed by hard-and-fast rules, drawn up by the radiologist 
in conjunction with the surgeon in charge, and not in any cir- 
cumstances to be varied if a surgeon finds himself in difficulty. 
The radiographer should keep a log book recording the factors 
with actual times of screening involved. This log book should 
be signed by the surgeon after each operation, and the book 
should be inspected at regular intervals by the radiologist. 


Operating Conditions 

In general the recommendations of the British X-ray and 
Radium Protection Committee should be followed. 

The tube-screen distance should not be less than 20 or more 
than 30 inches. The apparatus should be set to give not 
more than 65 kV. For thin parts and children a lower kilo- 
voltage will be adequate: 3 mA is the maximum screening 
current that should be used. As a safeguard against excessive 
screening current, an automatic “ cut-out” can be incorporated 
in most x-ray sets at a small cost, which will “cut out” if the 
selected factors are exceeded. 

All apparatus should be shock-proof. An aluminium filter 
of 1 or 1.5 mm. should be fixed in the aperture of the x-ray 
tube so as to furnish a total filtration of not less than 2 mm. 
of aluminium. Cones or cylinders to limit the x-ray field are 
essential ; these should be of such size that the illuminated area 
falls well within the limits of the fluorescent screen. An 
illuminated area of 5 inches circle, or 4 inches by 6 inches 
rectangle, is ample fer this type of work. The radiographer 
should constantly watch to see that the x-ray beam is kept 
within the limits of the fluorescent screen. It is his duty to 
point it out to the surgeon if this essential factor is not complied 
with. If the x-ray tube and screen can be coupled to ensure 
this, it is a major safeguard which should be adopted. An 
integrating time switch is useful. All exposures should be made 
with a timing device. The fluorescent screen, faced with lead 
glass, should be of modern manufacture ard in good condition. 
It must have handles that afford protection to the hands. A 


méchanical cevice fer holding the screen is, however, pre- 
ferable. 

Under the above conditions screening and radiography be- 
tween manipulation can be carried out with safety, provided 
always that the hands of the operator or of the assistant who 
holds the screen or films do not come within the direct beam. 

Manipulation of fractures under screen observation should be 
employed only in very exceptional cases, preferably, if possible, 
with a radiologist in attendance. The time occupied in such 
manipulation should be strictly limited to one minute, and this 
should be accurately computed by the radiographer in attend- 
ance. It should be recognized’ that, even with one rapid 
manipulation with the hancs in the direct beam, the safety toler- 
ance dose may be considerably exceeded. Jf the surgeon is 
willing to take this risk, it is entirely on his own responsibility. 
(Note.—In the direct beam the exposed hands are subject to the 
daily safety tolerance Cose in the prescribed conditions in 
about 2 seconds at 20 inches. At shorter distances—e.g., when 
the reflecting fluoroscopé is employed—the hands are nearer the 
tube and the dose is increased.) 

The cryptoscope (the fluorescent screen fitted to the head and 
supplied with a hood) is a very dangerous device, and should 
never be used. 

Operating conditions vary greatly in different hospitals, and 
it is suggested that each should craw up its own set of regula- 
tions. A list of specific safety instructions should be prepared 
and posted in the departments concerned. 


NEW YEAR HONOURS 


(Concluded from page 50) 


We print below the conclusion of the New Year medical 
Honours List, which had to be held over from last week’s 
Journal owing to limitations on space. 


O.B.E. (Military Division) 

DruMMonD REWcASTLE Forbes BERTRAM, M.B., B.S. Surgeon 
Commander, R.N. 

HAROLD KEITH CorKILL, V.D., M.B., F.R.C.S.Ed., F.R.A.C.S. 
Surgeon, Wellington Hospital. Surgeon Commander, R.N.Z.N.V.R. 

Derex Ernest DeNNY-BRown, M.B., F.R.C.P. Captain (Tem- 
porary Major), R.A.M.C. ’ 

Daya Ram THapar, M.D. Lieutenant-Colonel, I.M.S. Surgical 
specialist, Peshawar. 

Hecror MacDoniLD WALKER, M.D. Squadron Leader, R.A.F.V.R. 

JoHN GeorGeE GLYN Wuirte, M.B., B.S. Major, A.A.M.C. 


O.B.E. (Civil Division) 

Cyrit Jonn Austin, M.B., Ch.B. Colonial Medical Service. 
Medical Officer, Fiji. ; 

WaLTerR BiGGAR BANNERMAN, M.R.C.S., L.R.C.P. County Medical 
p seed and Tuberculosis Officer, Orkney. For services to civil 

efence. 

JOHN FARQUHAR Davipson, M.B., Ch.B. County Medical Officer 
of Healtn and Chief School Medical Officer, Somerset County 
Council. For services to civil defence. 

JoHN Lioyp Davies, M.D., M.R.C.P., F.R.C.S.Ed. Part-time 
Specialist, Emergency Medical Service, and Group Adviser to the 
Hospital Officer, Wales Region. 

, a Drew, M.B., B.Ch. Principal Medical Officer, Swazi- 
and. 

Mrs. Mary Jessie GisBons, M.R.C.S., L.R.C.P. For medical and 
missionary services in the Tanganyika Territory. 

GurpiaAL SINGH GILL, M.B., Ch.B. Major, I.M.S._ Inspector- 
General of Prisons, Madras. 

STEPHEN DouGLas Sturton, M.D. Medical Superintendent, 
Church Missionary Society Hospital, Hangchow. 

GEOFFREY COMMELINE WILLIAMS, M.R.C.S., L.R.C.P. Medical 


Officer of Health, County Borough of Oxford. For services to . 


civil defence. 
M.B.E. (Military Division) 

Hervert WILLIAM CLEGG, M.B., Ch.B. Surgeon Lieutenant, 
R.N.V.R. 

James ArTHuR Parsons, L.R.C.P.&S. Captain and 
Brevet Maior (acting Maior), I.M.S. 
Spouse, L.M.S.S.A. Temporary Surgeon Lieutenant, 

KENNETH WILLIAM Everarp Wuite. Captain (Senior Assistant 
Surgeon), Indian Medical Department. 


M.B.E. (Civil Division) 


PAL ANTHIKAL VARKEY CHERIYAN. Surgeon in charge of Ear, Nose, 
and Throat Department, Government General Hospital, Madras. 

James DanteL Dyson, M.B., B.S. Medical Superintendent, Mental 
Hospital, Mauritius. 
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Henry Isaac FERNANDO, L.M S. Fer public services in Ceylon. 

Cornetius Jerrcotr Hassett, M.B., B.Ch. Captain, I.M.S. 
Agency Surgeon, North Waziristan, and Medical Officer, Tochi 
Scouts, North-West Frontier Province. 

ALoysius ZAVIER PereiRA. Resident Medical Officer, Civil 
Hospital, Karachi. Sind. 

Sri Rao Bahadur TricHINOPOLY ADIMULAM PILLAI RAJA PILLAI. 
Medical practitioner, Coimbatore, Madras. 

JorInpbRA Raksuitr, M.B., B.S. Chief Medical Officer, 
Tata Iron and Steel Company, Jamshedpur, Bihar. 

Mrs. Marsorie Stewart, M.B., Ch.B. Joint Centre Organizer, 
Women’s Voluntary Services for Civil Defence, Kingston-upon-Hull. 

Khan Bahadur Naoros Vazirpar, F.C.P.S.. L.M.&S. 
General Secretary, Bombay Provincial Branch, Indian Red Cross 
Society, Bombay. - 


Honorary M.B.E. (Civil Division) .- 
HassAN SHUKRI KuHaLip1, M.D. Medical Officer, Jaffa, Palestine. 
B.E.M. (Civil Division) 
AHMED MOHAMMED EL ARAKI. Medical Assistant, Sudan Medical 


Service. 
Kaisar-i-Hind Gold Medal 


ANNA PotLock Martin, M.D. Doctor-in-charge, Mure Memorial 
Hospital, Nagpur, Central Provinces and Berar. 

MARGUERETTA PoyNpDER, M.D. Medical 
Simla. 


practitioner, 


The Viceregal Honours List in India includes the name of Dr. 
A. N. Nanda, medical practitioner at Chelsea, upon whom the title of 
Dewan Bahadur is conferred. 


Reports of Societies 


PLANNED WARTIME NUTRITION 
PROF. DRUMMOND ON FORTIFICATION OF FOOD 


In the third of his lectures at the Roval Institution last 
month. Prof. J. C. DRUMMOND, scientific adviser to the 
Ministry of Food, discussed the policy of fortification of 
food in wartime. He had concluded his previous lecture 
with a reference to the B, content of bread and flour. The 
whole grain, and particularly the germ, contained other 
nutrients of considerable importance, present, of course, in 
wheatmeal (85°) bread, and even more so in wholemeal. 


In pushing the policy of fortification to its logical conclusion 
there should be added to white flour each of the other nutrients 
when obtainable. Two vitamins concerned in the problem as 
related to bread were already assuming some importance in 
practical discussion. Both riboflavin, formerly known. as 
vitamin B,, and nicotinic acid were supposed to play an 
important part in nutrition, and both were now obtainable in 
synthetic form. There was much debate as to whether those 
materials should be added to ordinary white flour to make good 
two defects in that flour as compared with wheatmeal. There 
was little reliable information as to the daily requirements 
regarding these iwo vitamins. and therefore there was hesitation 
when contemplating somewhat ambitious schemes for adding 
these materials to bread. But the U.S. Government had 
accepted the principle that they could be added to white flour, 
and had laid down provisionally the minimum and maximum 
quantities to be added. 


Mineral Content 


Another factor in connexion with white and wheatmeal flour 
was that of mineral content. Iron and, to some extent, calc'um, 
impoftant minerals of the wheat berry, were concentrated in the 
outer lavers of the bran. Small as the quantities were in each 
case, there were significant increases in the amount of calcium 
and of iron in wheatrmeal as compared with white flour, and 
the U.S. Government here again had accepted the principle of 
addition and had laid down certain minima and maxima of iron 
and calcium salts for white flour to make it more comparable 
with wheatmeal. 

Both calcium and iron, but particularly calcium, brought in 
important nutritional prob'ems. Pre-war studies had closely 
associated calcium deficiency with inability to buy enough 
dairy products. There was evidence that before the present war 
—and probably it still remained true—persons in the lower- 
income groups were unable to purchase diets supplying nearly 


sufficient calcium even for reasonable minimal requirements. 
At present there were little more than estimates as to what the 
optimum intake of calcium should be, either for the growing 
child or the adult. In most cases the optimum estimates were, 
wisely, higher than the average calcium intake from present- 
day diet. Suggestions had. been made, based on experiment in 
which comparison of animals with man was reasonably sound, 
for increased calcium intake. But it was not enough to ensure 
that an adequate quantity of calcium was taken by the mouth ; 
what really mattered, from the standpoint of nutrition of the 
growing child, was the coefficient of absorption. Evidence had 
recently been put forward that one of the effects of eating bread 
containing a good deal of coarse bran, and therefore a good 
deal of phytic acid, was a lowering of utilization of calcium in 
the digestive tract. Hence the decision to make an 85% flour. 
It was felt that that percentage contained the majority of the 
nutrients with as low a phytic acid content as could be obtained 
by excluding part of the coarse bran. 


Remedying Calcium Deficiency 


The more natural line of attack in remedying calcium defect 
in a large proportion of the people’s food was to raise the 
calcium content of the diet by raising the consumption of 
calcium-rich foods, such as milk, cheese, and certain of the 
green vegetables. | Hence some of the measures taken by the 
Ministry of Food, particularly in regard to the rationing 
of cheese and to milk priority schemes. As yet it was 
uncertain how far the measures adopted were putting up the 
calcium intake of the people most in need of an increase. One 
attempt to secure more calcium for the relatively poor house- 
hold was the production of skim-milk powder, which the United 
States had been able to put on the market as a very cheap 
means of supplementing the milk protein and calcium com- 
pounds of the diet. Yet another method was to add calcium 
compounds to ordinary white flour. 

Apprehension was felt by some about the effect of adding 
large quantities of calcium phosphate or carbonate to the diet 
because of the firmly held fallacy that calcium was bad for 
conditions such as rheumatoid arthritis and gout. There was 
not a shred of medical or scientific evidence in support of that 
notion. The addition of a certain amount of calcium to flour 
for breadmaking would be a simple method of restoring and 
building up the calcium content of many poverty diets. That 
possibility was being seriously considered by the British 


‘Government. 


To iron Prof. Drummond did not attach the same importance. 
Iron content of wheatmeal was three or four times that of white 
flour. Many medical men still advised a patient suffering from 
anaemia to eat raw, or certainly red, meat to build up the blood. 


‘Not only was red meat an unsatisfactory method of blood 


formation, but anaemia could be treated far more effectively by 
wheatmeal bread. If bread fortification were carried to its 
logical conclusion, inorganic iron would be added, which, like 
the natural iron of the wheatmeal, would be quantitatively 
absorbed. 

Vitamin D 


The addition of small amounts of vitamin D tended to 
improve a condition in which the amount of phosphorus in the 
diet was having a disturbing effect on the absorption of calcium. 
So few natural foods contained vitamin D that it was sometimes 
a matter of speculation how ordinary individuals obtained 
enough, at least if present views as to the amount required by 
the human body were correct. Eggs contained more vitamin D 
than any of the other natural foods. Herrings and sprats con- 
tained quite a large amount, ordinary beef and mutton dripping 
a good deal more than was originally thought, but ordinary 
butter had only small amounts. Halibut-liver oil contained far 
more than cod-liver oil. The natural vitamin D of cows’ milk -* 
might or might not be just right to maintain correct absorption 
of calcium for the growing child. Probably one explanation 
for the more satisfactory absorption of calcium on breast milk 
than on cows’ milk lay in the fact that the former contained a 
much higher proportion of the natural vitamin D. Early in 
the war margarine was fortified by addition of vitamins D 
and A. 

The generally accepted estimate as to the required daily 
amount of vitamin A was 5,000 units. Pre-war statistics showed 
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that a considerable proportion of the population were getting 
only from 2,000 to 2,500. One common result of the deficiency 
was night-bl.ndness. Butter, eggs, and cream gave by no means 
large amounts. With cows on grass pasture both carotene and 
vitamin A values in butter rose in summer, but they fell in 
winter. Margarine was fortified with vitamins A and D, but 
the present weekly ration of 2 oz. butter and 6 oz. margarine 
provided rather less than one day’s supply of vitamin A, so 
that the ration was not really a substantial contribution to the 
estimated total requirement of 5,000 units. One pint of milk 
a day was needed to provide 1,000 units of vitamin A, or one- 
fifth of the requisite amount. Vegetables being the chief 
sources of vitamin A, it would be necessary in wartime to rely 
more on green vegetables and vegetables such as carrots than 
on dairy products for increasing the vitamin A intake. 


At a recent meeting of the discussion group of the West 
Ham Medical Practitioners Co-ordinating Committee Mr. 
Ruscoe CLARK gave a lecture on “ Soviet Medicine.” He dealt 
with the historical, economic, and cultural-background on which 
the present system of Soviet medicine was superimposed ; the 
medical education of the future doctor and of the layman (which 
in Russia seem to be interdependent); the district or factory 
health centre as the unit of medical service ; research, which 
is centrally controlled and co-ordinated ; and the opportunities 
for postgraduate medical study. In summing up Mr. Clark 
made the following points: (1) 1n Russia there is an efficient 
salaried medical service which is free to the nation; (2) all 
branches of this medical service are under unified control and 
planning, which allows for local elasticity ; (3) special attention 
is paid to the welfare of women and children ; (4) the basis of 
this service is the local er factory health centre. 


Local News 


ENGLAND AND WALES 


Hospital Policy and Finance 


The Duke of Kent presided over the meeting of the Distribu- 
tion Committee of King Edward’s Hospital Fund for London 
on December 12, when he announced that the Fund was again 
distributing £300,000. At the outset he read a message of con- 
gratulation and encouragement from the King. His Royal 
Highness said that since they met in June the Minister of 
Health had made an important pronouncement on hospital 
policy, and the Fund’s offer to collaborate in the Ministry’s 
survey of hospital provision in London and the Home Counties 
had been accepted. A joint body composed of representatives 
of the Fund and of the Voluntary Hospitals Committee was 
also to be formed to consicer matters arising out of the 
Minister’s statement on the creation of a comprehensive 
hospital service for London. The Duke went on to speak of 
the creation of the Nursing Recruitment Centre a year ago 


when it became apparent that a very serious threat to the . 


future standards of hospital service was developing because of 
the increasing shortage of nurses in training. Through this 
central agency in London over 1.000 girls had been recruited 
to the nursing profession. Lord Luke’s report on this subiect 
was of a most encouraging achieverent. “We are now pro- 
posing,” he said, “ with the help of the Nuffield Trust, to extend 
“the service so that it will not be limited only to London 
hospitals.” Another development was the progress made by 
the Contributory Schemes Committee, which had been set up 
to straighten out knotty problems continually arising in con- 
tributory schemes matters, and to smooth the way for a large 
and general increase in the proportion of the population 
covered by contributory schemes. Sir Edward Peacock, 
Treasurer of the Fund, said that £130000 a year was needed 
from subscriptions, donations. and legac‘es to maintain distri- 
bution at its present level. Sir Ernest Pooley, who submitted 


—.. 


the report on the list of grants, said that in addition to ordinary 
maintenance grants the Distribution Committee had so adjusted 
its system that considerable allocations were possible towards 
deficiencies on general funds and to building funds. In every 
way the Committee was doing all it could to enable voluntary 
hospitals of London to be in a position to play their part as 
full partners in the comprehensive hospital system which was 
looked forward to. The following announcement was made 
by the Minister of Health, Mr. Ernest Brown: 


**T know very well that the mobilization of women, which is vital 
to our war effort, is a matter of great concern to all interested in the 
eflicient working of hospitals. The hospital services stand much in 
our minds in the plans which are being mace. You will be aware 
that during the campaign for recruitment of women much has been 
carried out since registration began. Nursing and domestic work in 
hospitals have been included among the short list of services which 
women were encouraged to join at their interviews with officers of 
the Ministry of Labour and National Service. The position which 
these services occupy in the arrangements for recruitment will be 
maintained. Nursing and domestic work in hospitals are recognized 
as vital war work; those who serve in this way will not be called 
up, and women will be encouraged to volunteer for such work and 
if necessary directed to take it.” 


Joint Tuberculosis Council 


A meeting of the Joint Tuberculosis Council was held at 
the London School of Hygiene and Tropical Medicine on 
November 22, with Dr. D. A. Powell in the chair. A welcome 
to the Council was given to Dr. J. Ferguson, representing the 
Society of Medical Officers of Health, and to Dr. G. B. Dixon, 
the new representative from the National Association for the 
Prevention of Tuberculosis. The following were nominated as 
officers for 1942: Chairman, Dr. D. A. Powe!l (Wales) ; vice- 
chairmen, Dr. James Watt (Godalming) and Dr. Edward Ward 
(Devon) ; hon. treasurer, Dr. G. Jessel (Lancashire) ; hon. auditor, 
Dr. D. P. Sutherland (Manchester) ; hon. secretary, Dr. J. B. Me- 
Dougall (Preston Hall, Kent). Dr. F. R. G. Heaf gave an account 
of the recent course of postgraduate study held at Harefield 
Sanatorium with permission of the Middlesex County Council. 
A further course will probably be held in the North of England 
in 1942. It was reported by the conveners of the Rehabilitation 
Committee (Drs. McDougall and Heaf) that the committee had 
agreed that for purposes of publication the report should be 
divided into two parts, the first dealing with rehabilitation and 
the second with care committees, and the Council agreed that 
publication of Part 1 be proceeded with at the earliest nossible 
moment. It is hoped that Part 2 will be published early 
this year. Arising out of the discussion of this report the 
question was asked whether the recent circular from the 
Ministry of Labour outlining ‘“ An Interim Scheme for the Train- 
ing and Resettlement of Disabled Persons * was in keeping with 
the general views of the Rehabilitation Committee. The hon. 
secretary pointed out that the scheme could not apply to persons 
suffering from tuberculosis unless there was the closest co- 
operaiion between tuberculosis physicians and the Ministry of 
Labour visitor to the hospitals concerned. The possible reper- 
cussions from arranging for the entrance into the Labour 
Ministry Training Centres of relatively advanced patients with 
open tuberculous disease might be grave. There was apparently 
some misunderstanding on this subject by representatives of 
the Ministry of Labour in districts. The Council agreed that 
the Ministries of Health, Labour, and Pensions should have this 
matter brought to their notice. A list of seven different com- 
mittees or councils at present undertaking research and investi- 
gations into problems affecting tuberculosis in this country was 
given, and a discussion took place on the multiplicity of com- 
mittees on one and the same subject. It was generally agreed 
that this represented a waste of effort and ought to be avoided 
by the closer co-operation between existing organizations, and 
the secretary was instructed to draw the attention of the 
Ministry of Health to the desirability of central'zing investiga- 
tions around existing organizations dealing with this subject. 
Mr. J. E. H. Roberts reported that the Society of Thoracic 
Surgeons had been invited by the Ministry of Health to prepare 
a memorandum on thoracic surgery. It was agreed that this 


report might at a later date be considered by the Joint Tuber- 
culosis Council for criticism and suggestions before submitting 
it to the Ministry. 
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Correspondence 


R.M.B.F. Christmas Gifts 


Sir,—I am very grateful for your help in the success of the 
‘Christmas Gifts Fund in publishing my appeal to your readers. 
I would iike to have written a personal letter of thanks to each 
donor, but as there have been so many who have very gener- 
ously contributed, it is beyond my powers. I am greatly in- 
debted to you and also to those who have given time and 
trouble in organizing collections or circulating my appeal to 
others. 

You will be glad to know that the response has been so 
satisfactory that we have been able to give a Christmas gift to 
each one of our regular beneficiaries and in addition a ‘special 
New Year gift to the very poorest. The sincere gratitude and 
appreciation shown in the letters of thanks proves beyond coubt 
what pleasure these gifts bring io our people and how greatly 
they have cheered many whose lives are very sad. It is their 
thanks which I pass on to you and your readers. 

I am sure that it will be your wish, as it is mine, that when 
each Christmas comes in the future the Royal Medical Benevo- 
lent Fund will continue this part of its benevolence which so 
truly reveals the spirit of brotherhood within the ranks of the 
profession.—I am, etc., 


_Tuos. BARLOow, 
President. 


Effects of Cold upon Skin 


Sir,—I have read Sir Thomas Lewis’s excellent lectures on 
the effects of cold upon the skin (December 6, 13, and 20) with 
the greatest of interest, especially those sections which deal 
with the recognition of a cr.tical temperature separating mere 
chilling from true frost-bite, and with the phenomenon of 
supercooling. It is therefore with considerable hesitation and 
reluctance that I draw his attention to an article entitled “ Report 
upon an Investigation into the Effects of Cold upon the Body ” 
published in the Lancet of October 13, 1917, and to “ Pre- 
liminary Report upon the Pathology, Prevention, and Treatment 
of the Condition known as Trench Foot,” report to War Office, 
July, 1918, in which I not only established the fact of a critical 
temperature and determined it for many different tissues, but 
also showed that the reason this temperature was so far below 
the theoretical freezing-point, as estimated from the crystalloid 
and colloid content of protoplasm, was the invariable exhibition 
of the phenomenon of supercooling in colloidal materials 
having the structure of protoplasm. Further, the phenomenon 
of supercooling was examined in many natural and artificially 
prepared colloids, and deductions were drawn as to the type of 
colloidal structure.which protoplasm presents. The subject is 
much too large to be dealt with in a letter, but a summary of the 
results appeared under the title “ Exposure to Cold” in the 
Lancet of February 23, 1929, from which I quote the following 
relevant paragraphs. 


“Working in tissues growing in vitro, and thus isolated 
from any vascular reactionary effect, it was proved that there 
was a critical temperature in the neighbourhood of —6° C. 
below which cellular life in all higher forms was destroyed. 
At temperatures alittle above this limit tissues could be 
stored for long periods without show'ng anv diminution of 
Vitality when again thawed. Explanted portions of embryo 
heart, kept growing and pulsating in the incubator for two 
or three days, could be stored in a state of suspended anima- 
tion for two to three weeks at —1° C., only to resume normal 
growth and pulsation immediately they were again raised to 
the appropriate temperature. Below the critical temperature 
protoplasm freezes and the intimate colloidal structure is 
destroyed, so that, while it remains chemically unchanged, the 
physical architecture, so essential for the continuance of vital 
processes, is disrupted. A somewhat similar change is seen 
during the freezing of a simple substance like gelatin when, 
at the critical temperature, the translucent mass suddenly 
becomes opaque owing to the disruption of the continuous 
phase of the colloidal system.” 


“Subsequently it was shown, by an investigation of the 
freezing curves of various types of protoplasm, that the dis- 
crepancy (between the theoretical and actual freezing-points) 
was explained by the phenomenon of supercooling, and the 
conclusion was reached that in the cytoplasmic colloidal 
system the more fluid phase was the dispersed one—i.e., that 
it had the structure of a gel. The isolated droplets of this 
phase, protected from all external influences except the cold, 
invariably undergo supercooling ; once the colloidal structure 
has been destroyed, however, the resultant material freezes 
at the correct theoretical temperature of —0.7° C.” 


It will be seen that the knowledge of a critical temperature 
and of supercooling was established by 1918. The articles in the 
Lancet are easily availabie, and I am surprised that Sir Thomas 


. appears to have no knowledge of them, but the report to the 


War Office probably escaped attention owing to the fact that 
only a comparatively small number of copies were circulated.— 
lam, eitc., 

London, W.1. NorMaN C. LAKE. 


Anaesthesia for Abdominal Surgery 


Sir,—With reference to the article on an improved method 
of regional anaesthesia in acute abdominal surgery, by Dr. 
N. R. James and Mr. H. W. Burge (December 27, p. 906), 
I would like to make a few observations. 


1. Regional anaesthesia has developed on the Continent and 
e'sewhere owing to the fact that there were not sufficient men 
spec.alized in anaesthetics to meet the demand, and in conse- 
quence the various methods described came into being. If there 
had been specialists, as in this country, probably half the 
methods advocated would never have arisen. 

2. Spinal anaesthesia: (a) subarachnoid block, (b) epidural 
block (Dogliotti’s work). To condemn or to question these 
methods is surely worthy of men with considerable experience, 
considering Sebrecht of Bruges would not write his paper on 
spinal anaesthesia until he and his assistants had completed 
30.009 cases, and I suggest that the authors cannot have seen 
Dogliotti at work, or they would not have criticized his methods 
as being unreliable and unsafe. 

3. Adequate pre-operative sedation. There are extremely few 
acute abdomens, if any, that need operating on at once or that 
cannot wait an hour for omnopon 1/3 grain, scopolamine 
1/150 grain to act if given subcutaneously. During this time, 
if necessary, a continuous intravenous drip can be given and 
the necessary tubes passed if the stomach requires emptying. 
To give atropine for any case of abdominal emergency seems 
to be a great mistake, as it tends to produce a mild or severe 
degree of ileus. Omnopon and scopolamine does not do this. 

4. The application of a B.L.B. mask to give extra oxygen is 
suggested. Why not advise in these days an ordinary face-piece 
with a suitable apparatus such as a McKesson or even an 
improved Boyle with dry flowmeters, as the latter seem to be 
the official type of apparatus? 

5. I suggest that the intravenous anaesthetic should be given 
in bed and not in the anaesthetic room, assuming precautions 
have been taken against a distended stomach. It would be of 
interest to know how Pask determined that pentothal diminishes 
the oxygen capacity of the blood as compared with evipan. 
Having been associated with both evipan and pentothal since 
the:r inception, I feel that the administration of pentothal by 
various users must be at faut. 

6. If proper sedation and intravenous anaesthesia have got to 
be resorted to for regional anaesthesia, why give the latter when 
so many crit cisms of the var:ous methods have been mentioned? 

Continuous pentothal given through the intravenous drip 
already established is suffic‘ent for any acute abdomen. The | 
stomach can be enptied in the unconscious patient, and extra 
oxygen given with a B.L.B. or ordinary mask. The most 
important point of this method as compared with the regional 
method is that the patient is kept in one position and not turned 
on the s:de or placed in a sitting position, which is of value to 
a patient who has an abdomen ful! of pus or stomach contents. 

Another po‘nt that shou'd be realized is that few anaesthetists 
have come to the conclusion, probably due to lack of experi- 
ence, that pentothal reduces shock and does not accentuate the 
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condition of “poor risk” patients. This has been proved 
without doubt in my own war experience and that of others 
who have adopted my methods. When working under war 
conditions it is advisable to make one’s procedure as simple as 
the occasion demands. Intravenous pentothal with or without 
N.O and O, meets these requirements to the full. It is pleasant 
for the patient, which should be the anaesthetist’s first thought ; 
the relaxation is adequate for the surgeon and the results are 
excellent.—I am, etc., 


London, W.1. RONALD JARMAN. 


Delay in the Union of Fractures 


Sir,—Prof. T. P. McMurray’s important article on the above 
(January 3, p. 8) induces me to chronicle certain observations 
which I have made on this subject. An onlooker someiimes sees 
most of the game. 

Some thirty years ago I was in charge of the x-ray depart- 
ments of the Metropolitan and of the German Hospitals. These 
served to a large extent the same district, and it was not an 
uncommon event to see the same patient at each of them on 
successive days. At the Metropolitan Hospital I saw only one 
case of ununited simple fracture in the whole six years I was 
on the staff. At the German Hospital I saw a number. The 
use of different methods of treatment at the two institutions may 
be the reason for this. At the Metropolitan, where the treat- 
ment was largely inspired by the late Mr. R. C. Elmslie, the 
method was to use fixation in a plaster or other splint for a 
few days and then to use massage followed later by movements, 
the plaster being bivalved if it was used. At the German Hos- 
pital the fracture was put in plaster for six weeks. 

Another fact which has always struck me is that in the 
majority of cases, unless there is gross overriding of the frag- 
ments, attempts to correct the position after the first twenty- 
four or perhaps forty-eight hours fail. The fracture of the 
middle portion of the femur or humerus is an exception. Mr. 
Elmslie always used to insist on the necessity to correct the 
position in the first twenty-four hours. 

Doesn't all this support Prof. McMurray’s contention that we 
are using too much immobilization? Maybe the muscles 
around the fracture itself should be made to move more. It is 
possible that methods of doing this might be devised, while still 
maintaining practical but not absolutely complete immobiliza- 
tion of the fracture. It is probable that the present methods 
result in much less pain at the beginning of the treatment, but 
this is probably compensated by the pain subsequently in over- 
coming the stiffness. 

I am inclined to think that our present troubles start from the 
fact that, in the case of the scaphoid, prolonged immobilization 
is Necessary to obtain union. I doubt if the same applies to 
the long bones. 

It is curious that no use seems to have been made of the 
experimental observation that the healing of a fracture is pro- 
moted by small therapeutic doses of x rays, 50 to 60 r to the 
lesion once a week.—I am, etc., 


London, W.1. _N. S. Finzi. 


Haemoglobin of Pregnant Women : 


Sirn,—The letter of Drs. W. W. Kay and J. M. Alston 
(December 27, p. 926) on the above subiect is worthy of note 
by all who are concerned with the care of pregnant women. 
It is the more valuable by reason of the data given for 1937 
and 1938, affording a comparison between these years, when 
diets were normal, and the last nine months of 1941, when 
dietary deficiencies have begun to show their influence. 

We began an investigation into the same subject three months 
ago, which is still proceeding. But whereas Kay and Alston’s 
estimations were cone at the first attendance at the ante-natal 
clinics, presumably mainly in the first half of pregnancy. ours 
were made during the last twelve weeks, the majority being 
within the last few weeks, or after labour. The greater require- 
ments of the foetus in the latter half of pregnancy, resulting in a 
bigger drair on the maternal resources, would account for the 
more severe anaemia which our results have shown as compared 
with those of Kay and Alston. Though our numbers are 
smaller, the degree of anaemia revealed is a striking confirma- 
tion of Kay and Alston’s conclusion that there is an inadequacy 


of iron in the fecd taken by pregnant women in “ this part of , 


London.” It seems unlikely that this deficiency should be con- 
fined to the London area. 

In the period October 2 to December 2, 140 haemoglobin esti- 
mations were done, with the results shown in the table below. 
Included in the number were six cases of post-partum haemor- 
thage, for which allowance must be made. It will be seen that 
73 cases (52°,) had a haemoglobin of less than 70°3, and 27 
cases (19°,) had a haemoglobin of less than 60°. Even after 
allowing for the cases of post-partum haemorrhage, these 
figures disclose a considerable degree of anaemia. 

Hb values 100-8095 79-70% 69-60% 59-50% 
20 


49-30% 
No. of cases.. 27 40 46 7 


Of the 86 cases whose Hb value lay between 79 and 60% 
many showed no clinical evidence of anaemia, and even among 
those who looked pale we were ofter surprised at the low Hb 
values revealed by the reports. 

Among the practical applications of the above are the influ- 
ence of a superadded ante-partum or post-partum haemor- 
rhage, a possible increase in post-partum venous thrombosis, 
and a delayed return to good health, especially after difficult 
or prolonged labour. The strain of lactation in such circum- 
stances must also be taken into account. We have noticed 
lately a greater incidence of thrombosis of an apyrexial type, 
occurring after spontaneous labours, in which there has been no 
evidence of mild infection such as offensive lochia or subinvolu- 
tion. We are now advising all patients to take iron from the 
time of their first attendance at the clinics right through till 
delivery. In the meantime a considerable number of blood 
transfusions have been given, using stored blood from the 
Sutton Blood Transfusion Depot. Concentrated blood has been 
found very satisfactory in the more severe cases. 

Acknowledgments are due to Dr. Oscar M. Holden, medical 
officer of health, for permission to publish these figures, and 
to Dr. S. A. O'Connor, assistant pathologist at Mayday Hos- 
pital. who has carried out the investigations.—I am, etc., 

Rurus C. Tuomas, F.R.C.S.Ed., M.R.C.O.G. 


Croydon Obstetric Service. 


Haemoglobinometry 


Sir,—Perhaps I may be allowed to add a few further observa- 
tions to my letter (November 22, p. 747). In it I questioned 
the technique of the Sahli method and indicated a preference 
for the Haldane method. Haldane made the figure of 13.8 
grammes per 100 c.cm. of blood the equivalent of 100% on his 
scale, correlating this with the accepted compromise figure of 
5 million red cells per c.mm., and thus affording a rational 
ground for the calculation of the colour index. The original 
100° of Sahli is 17.2 grammes, but it is in the varying technique 
of the test that trouble arises. Sahli himself seems to have been 
unaware of this difficulty. The Sahli instrument is the one in 
common use in general practice, and the interval before diluting 
is generally about two minutes. Sahli’s recommendation to 
dilute when the mixture approaches a clear dark-brown colour 
means even less than this. 

To take two cases at random, done by the Haldane and the 
Sahli method: using the two-minutes interval in one, Haldane= 
108% and Sahli=85°% ; in the other, Haldane=87% and 
Sahli=70%. Is one justified in accepting the Sahli figure? 
If so, what becomes of the calculation of the colour index, that 
cornerstone of haematological diagnosis? An interval of over 
seven or eight minutes gives a fairly close approximation 
between the two scales, but I would like to hear the comments 
of the advocates of, say, the one-minute interval. I under- 
stand that the Sahli instrument is under review by the British 
Standards Association, and presumably in addition to correla- 
ting haemoglobin and red cell count they will give definite direc- 
tion as to the technique to be followed. Pessibly thev may 
take cognizance of a factor mentioned by Dr. J. Plesch (Decem- 
ber 13, p. 859)—that of altitude, an aspect which to me, and I 
have no coubt to many others, was very interesting. Dr. 
Plesch has also made an interesting contribution to the use of 
the Haldane method in general practice. His method entails 
less complication than my suggested use of the sparklet method. 
—TI am, etc., 

Rost. D. CAMPBELL, M.B., Ch.B. 
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Herniorrhaphy 


Sik,—A more critical analysis of the late results of hernior- 
rhaphy seems to show reason for some dissatisfaction with 
methods of repair commonly practised, the tendency being to 
transfer favour from fascia back to floss silk and silver filigree. 
Recent articles describing techniques in which the two latter 
methods are used have been most interesting, and evidence sup- 
porting their efficiency gives food for thought. However, the 
findings in three recurrent cases among a number of recurrent 
ruptures operated on recently have made me wonder whether 
sometimes too much attention is not focused on the means and 
too little on the method of repair. The three cases mentioned 
were men between 30 and 40 years of age; fascia had been 
taken from the external oblique in one patient and from the 
thigh in the other two. In each instance the repair had been 
done over the cord, and the recurrent herniation had occurred 
through the opening left for the outcoming cord at, the medial 
end. In each case the musculo-fascial barrier formed by the 
repair was remarkably strong and efficient ; the bulge had pre- 
sented itseif at the place where no protection had been provided 
against the stress of increased intra-abdominal pressure, either 
in front of or behind the emerging cord. Here only had the 
medial limit of the repair been stretched by the growing pro- 
trusion. 

In these cases it was not the fascia that had been found want- 
ing but the method of using it. . There are probably few fields 
in surgery in which surgeons have such variously modified con- 
ceptions of anatomy and requisite operative technique as in the 
inguinal region and herniations common to it. Most surgeons, 
however, will agree that the triangular gap at the pubic end 
lying behind the external ring is the most potentially dangerous 
so far as recurrence is concerned, and in order to deal satis- 
factorily with this part the repair must, of necessity, be done 
behind the cord. 

There are other important points in the operation which may 
perhaps bear repetition: 

(1) The fascia should be used to form a lattice-work in which 
any tension—the potential evil-doer in herniorrhaphy—is most 
carefully avoided in the whole extent of the repair. To weave 
such a lattice-work and, at the same time, pay adequate atten- 
tion to the area adjacent to the pubis and also the internal 
ring, a sufficiency of fascia must be available. This is less 
easily obtained from the external oblique than from the thigh. 
The excellence of the operation using fascia from the external 
oblique may be marred by too much tension arising from an 
inadequate length of fascia. A further strip, joined to that 
which is fixed at the pubis, is a great advantage. (2) The high 
ligation at the neck of the sac, using Kocher’s method of fixing 
it above and lateral to the internal ring. (3) Gallie’s needle 
tends to split the fibres of Poupart’s ligament ; the use of a light 
ligature carrier to pierce the ligaments and gently draw the fascia 
through obviates this to a great extent. (4) Where musculature 
is weak in older men the additional strength achieved by over- 
lapping the external oblique behind the cord provides consider- 
able reinforcement. 

It has been advocated recently that all men over the age of 
17 with rupture should have a fascial repair. With this I 
concur, although other material than fascia may well be as 
satisfactory. Division of the neck of a young man’s congenital 
sac, with the minimum disturbance of tissue and maintaining 
the uncrippled physiological mechanism. unfortunately seems 
to be more attractive in theory than satisfactory in practice. I 
was fortunate enough, not long ago, to see a herniorrhaphy per- 
formed with floss silk in the hands of an expert, and it appeared 
a most effective method of attaining reinforcement with the 
minimum tension or trauma. 

If the essential principles in the operation are carefully 
observed the materials at present employed in herniorrhaphy 
will serve their purpose better in giving more successful end 
results.—I am, etce.. 

London. 


D. LANG STEVENSON, F.R.C.S.Ed. 


Woundinzg Mechanism of High-velocity Missiles 


Sir,—May an engineer with an elementary knowledge of 
stress waves suggest that Dr. Zuckerman and his colleagues 
appear to have been wasting their time in carrying out much 
ef the work described in their paper, “ An Experimental Study 


of the Wounding Mechanism of High-velocity Missiles” (De- 
cember 20, p. 872), since any expert on stress-wave propagation 
would have been able to predict most of their experimental 
results mathematically. I would suggest that they should get 
in touch with my sometime teacher, Mr. J. W. Landon of Clare 
College, Cambridge. 

When a projectile or any moving body hits an object stress 
waves are set up in both, and if the projectile passes through 
the object stress waves will also be started from all points along 
its path. The pressure intensity and speed of propagation of 
these waves are functions of the elasticity and density. The 
pressure intensity of the wave is also a function of the velocity 
of the projectile and of the distance the wave has travelled. 
If the pressure intensity of the wave is such that the elastic 
limit of the material through which it is travelling is exceeded, 
then the material will be disrupted. The waves will be partly 
transmitted, partly reflected, at any boundary. At a free surface 
the wave will be reflected, and instantaneously doubled in 
intensity. 

The above summary gives a qualitative description of why a 
large pulverized area may be found round a projectile’s track, 
and also why comminuted fractures are likely to be found in 
the middle of perfectly sound tissue. The fact that the gelatin 
and the rabbit’s leg reached their maximum size after the 
projectile had passed through them is of no obvious significance 
from the point of view of the damage done. The displacement 
of the surface will be the sum of the displacements of all the 
waves reaching the surface. This will be a maximum at some 
time depending on the velocity of the projectile, since the wave 
length of the stress wave will depend on the velocity with which 
the particles along the projectile’s path are displaced radially. 
These will continue moving radially until such time as the 
restoring forces due to elasticity are sufficient to bring them to 
rest. Incidentally, a rough calculation suggests that the time 
which the wave front would take to reach the upper surface 
of the gelatin block is of the order of a few microseconds. 

To obtain a quantitative description of what will occur an 
accurate knowledge is required of the physical properties of the 
material through which the projectile and stress waves are to 
pass, its density, strength, and elastic constants being required. 
From these the relative likelihood of damage to the different 
bodily structures in the neighbourhood of a wound might be 
assessed, and the maximum radius from a wound in which 
damage might be expected. 

In conclusion, may I point out that the phenomenon of 
¢ontre-coup is easily explicable in terms of stress-wave theory : 
and also refer the authors to an article by Ehrke and Slack of 
the Westinghouse research laboratories in Electrical Engineer- 
ing, the journal of the American Institute of Electrical Engi- 
neers.—I am, etc., 


D. B. WELBOURN, 


Haughton Rectory, Nr. Stafford. M.A., Grad.I.E.E., Grad.I.Mech.E. 


Increase of Tuberculosis 


Sir,_-The correspondence between Prof. Lyle Cummins and 
Dr. A. L. Jacobs on the increase in pulmonary tuberculosis in 
wartime is now followed by an article on thoracoplasty (Decem- 
ber 27, p. 901), from which it appears that the idea is widely 
held that adult pulmonary tuberculosis in this country is due 
to reinfection from adult to adult. I know of no evidence to 
support this theory. It is generally accepted that in this 
country all adults acquire tuberculosis infection during the years 
of infancy or adolescence, though, happily for the most part, 
without recognized symptoms or illness. This being so, it seems 
that the repetition of the unfounded statement that adult cases 
of tuberculosis result from reinfection is an anachronism and 
damaging to the progressive control of the disease. 

If the natural history of tuberculosis is inaccurately taught 
and regarded there is little hore of real progress, through the 
medical profession, in its control. The fact is that there are so 
many varicties of tuberculosis, each of which has its own 
specialist to look after it. Infantile cases, tuberculos!s of bones 
and joints, glands, and serous membranes, and in the adult 
pulmonary, renal, genital, and skin tuberculosis. Each specialist 
looks at the disease from a different angle: public health 
authorities make authoritative statements, though many of them 
must realize that the peacetime improvement in the death rate 
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since 1870 cannot be attributed, in any important measure, to 
their public health efforts. The well-known Grancher system 
is an exceptionally successful French public health measure, 
which actually gives the key to the whole question, and may be 
summed up as follows. Remove: infants immediately from 
home infection to healthy surroundings and there are virtually 
no cases among the infants so removed. What is more, these 
infants grow up with the same degree of safety as do children 
born of healthy parents. That adults in some parts of the world 
may become infected is shown by the record of the Oslo nurses 
and by the workers in South African mines; but these cases 
show totally different clinical progress and always heavy involve- 
ment of the hilar glands, whereas the chronic consumptive of 
this country has no glandular enlargement. 

As to contact as a cause of adult pulmonary tuberculosis, what 
of married couples of whom one is diseased and the other 
healthy? I met only one case in fifteen years, and that was of 
a woman who broke down eight years after her husband cied 
of pulmonary tuberculosis. What, then, is the incubation period 
and how do the upholders ot the idea of adult reinfection dis- 
tinguish which of the known and unknown contacts has passed 
on the microbe vicious enough to cause the breakdown in an 
individual already infected with the tubercle bacillus? Surely 
the true history is infection in infancy or childhood followed 
by a dormant period which may or may not be broken, and 
finally the adult varieties of tuberculosis—pulmonary, renal, 
genital, and skin. If the pulmonary variety is “ caught,’ how 
do the others arise? Excessive stresses and strains bulked 
largely in the history of my cases, and apart from patients with 
a family history 1 cannot remember a single one that knew of 
a contact with a case of pulmonary tuberculosis. This ques- 
ition of stresses and strains—mental, physical, and dietetic—is 
only one of degree, and a wartime increase in cases of pul- 
monary tuberculosis is only what one should expect because all 
of us are living under greatly increased pressure.—I am, etc., 


Southwater. V. S. Hopson. 


Thoracoplasiy for Pulmonary Tuberculosis 


Sir,—When reading the article by Mr. Ronald Edwards and 
his colleagues on the treatment of pulmonary tuberculosis by 
thoracoplasty (December 27, p. 901) I was most disappointed to 
find a “standard operation” recommended, this operation in- 
volving the removal of portions of ten ribs. The standard 
nature of the operation is emphasized by the statement that 
partial thoracoplasties are rarely undertaken. 

Surely it is agreed that selective collapse of tuberculous lung 
tissue is the ideal whatever form of collapse therapy is em- 
ployed. If this principle is accepted, every case in which 
thoracoplasty has been selected as the means of collapse must 
be considered individually, and the amount of “ de-costaliza- 
tion” and any combined accessory measures such as apicolysis, 
transverse process removal, etc., adjusted to that individual 
patient. I do not know of any evidence to support the conten- 
tion that “ partial collapse of a lung produces between the col- 
lapsed and uncollapsed portions of the lung a line of tissue 
strain.” Many disappointments from thoracoplasty are the 
result of inadequate collapse of the tuberculous lesion and 
unnecessary collapse of healthy lung. 

Partial selective thoracoplasty is an operation widely practised 
in this country, the U.S,A., and Scandinavia, and I believe it 
would be a most unfortunate retrograde step if ten-rib thoraco- 
plasty or any other standard “ de-costalization ” should replace 
it.—I am, etc., 

Oswa p S. Tusss. 


Iodine for Epidermophytosis Interdigitale 


Sir,—I have read with interest Dr. B. G. Shapiro’s method 
of treatment of the above condition with iodine ointment 
(December 20, p. 877). This condition is very common among 
troops in tropical countries, particularly in the summer months. 
I am inclined to think that the type encountered by him may 
be somewhat different from that in India, as iodine ointment 
had little or no effect on the cases treated by me. I have seen 
cases in all stages, even chronic cases in which the hands have 
also been secondarily involved, with chronic eczematous lesions 
of the trunk as well. The latter cases show an allergic reaction 


to fungus protein. The hypersensitiveness can be demon-, 
strated by intracutaneous injection or “ patch tests ” of “ tricho- 
phytin” and an extract prepared from fungus (trichophyton), 
thus accounting for associated vasomotor conditions. 

Epidermophytosis interdigitale is a fungous infection affecting 
the horny layer of the epidermis between the toes, starting 
usually between the fourth and little toes and spreading to the 
plantar surface. The disease progresses in various stages: (1) 
Hyperaemia and congestion. This gives rise to burning and 
irritation. (2) Stage of vesication. Irritation is intensified, and 
there is a formation of bead-like vesicles discharging a thick 
sticky fluid, which leaves a crust on drying. (3) Maceration 
of the exfoliated epidermis, with production of a thickened mass 
of epithelium. The skin between the toes has a white sodden 
appearance with formation of fissures extending to the plantar 
surface of the toes. Pain and irritation persisting. (4) Desqua- 
mation. This stage is only noticed after the use of chemicals 
which remove the epidermis. No irritation or pain. 

I was a victim of the infection myself during the Afghan 
War of 1919 on the North-West Frontier of India, and have 
repeatedly tried iodine ointment without avail. The following 
remedies were also tried without much success, the infection 
recurring each year in the summer: 5% silver nitrate paint, 
ung. acid. salicyl., 10°, formalin paint, brilliant green, 
malachite green, acriflavine, Whitfield’s ointment, fuchsin paint. 
I then decided to initiate my own treatment, varying in its 
Gifferent stages, and after several attempts conclusively effected 
a cure. I have been free now for over two years and have 
treated others with gratifying results. 

The details of the treatment are as follows: 

(1) Hyperaemia and congestion. Evaporating lotions are par- 
ticularly suitable at this stage ; ointments give temporary relief 
but aggravate the condition. (a) Frequent applications of 
resorcin lotion in methylated spirit (5ij to 3vj). (b) Lead and 
epium lotion. (c) Pot. permang. 1 in 5,000. 

(2) Stage of vesication. No attempt is made to open the 
vesicles mechanically. Salicylic acid, owing to its keratolytic 
action, is included in this lotion. Acid, silicyl. 5ij, liq. picis 
carb, 3ij, spt. meth. ad 3vj. This lotion should be applied four 
to five times a day, and if no improvement is noted within 
forty-eight hours the treatment is immediately changed to the 
lotion used for the next stage. 

(3) Maceration of exfoliated epidermis: resorcin 5ij, liq. 
acid. carb. 5iij, acid. salicyl. 5iij, spt. meth. add 3x. This lotion 
is applied three times a day for forty-eight hours only. Desqua- 
mation will be noted after the second day. 

(4) Desquamation. The epidermis will be noted to be dry 
and peeling. This process can be assisted with a pair of dissec- 
tion forceps. Irritation, burning, and pain by this time have 
subsided, leaving healthy dermis visible. Complete the treat- 
ment with Lassar’s paste twice daily for a week. 

Chronic cases can be treated as above with bi-weekly intra- 
muscular 1 c.cm. injections of contramine.—I am, etc., 

Whitchurzh, Cardiff. SYDNEY J. BELLGARD, M.D. 


Sulphathiazole Ointment for Impetigo 


Sir,—Dr. A. J. Steigman (January 3, p. 12) appears to have 
established that sulphathiazole is effective when given locally 
for impetigo. His claim that this treatment is justified requires 
further scrutiny. I also claim to be able to produce ameliora- 
tion of impetigo in forty-eight hours with cure in four days 
without the use of sulphathiazole by a simpler and cheaper 
method (Lancet, 1941, 2, 328). 

If Dr. Steigman has a further opportunity, the following con- 
trol experiment would be of great interest and value. In a 
series of impetiginous patients: (1) do not remove the crusts ; 
(2) do not allow water to touch the lesions ; (3) prevent picking ; 
(4) provide the patient with starch, zinc, or talcum powder (not 
boracic powder) and tell him to powder the lesions, crusts and 
all, very frequently. A very small smear of ointment allows 
the powder (o stick better to the lesions. The ointment I use is 
precipitate ointment. The treatment of impetigo in the scalp by 
this means is as rapid as the treatment of impetigo elsewhere, 
the only difference being that the patient is advised to wash the 
head on the sixth day to get rid of the cast-off crusts. We do 
not yet know for certain the nature of the causal organism in 
impetigo, but if it is, as some think, a haemolytic streptococcus, 
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there would seem to be some danger of producing strains which 
are resistant to sulphathiazole by the use of sulphathiazole oint- 
ment in a condition which is, after all, not dangerous and very 
easily cured. 

I agree with Dr. Steigman about the order of treatment in 
“ scabies—impetigo.” With this association impetigo is especi- 
ally easy to clear, and the subsequent eradication of the scabies 
also seems easier than usual.—I am, etc., 


Beaminster. -R. E. Hope-Simpson. 


Brain Aciivity and Heredity in Sydenham’s Chorea 


Sir,—May I venture to add a few remarks to the instructive 
survey of recent advances in electro-encephalography contained 
in the leader in your issue of November 8 (p. 655). It seems 
that the increased facilities for investigation provided bv e'ectro- 
encephalography will allow for completion and verification of 
ideas which were already conceived in years preceding the wider 
application of that new method. As to chorea minor, for 
instance, it was shown by research workers a few years ago 
that a large percentage of patients with chorea minor belong 
to the hereditary circle of certain cerebral. disorders (like 
schizophrenia, epilepsy, and others)—that is to say, that either 
chorea itself or some other brain disease had _ previously 
occurred in their family. The findings of Usher and Jasper 
in America referred to in your above article mean that not 
only do patients with chorea show abnormalities in their electro- 
encephalograph, but that their siblings, too, show similar 
abnormalities in theirs. These findings come as no surprise to 
the psychiatrists. A case has been published by me in which 
five out of six children of the same parents were affected by 
chorea minor in different years. | When investigating the 
hereditary factors in patients with chorea minor I found abnor- 
malities in the families of almost all my cases. Chorea itself and 
schizophrenia formed the largest groups among those abnor- 
malities. 

Important as heredity is as a predisposing factor, it cannot 
by itself “ cause * chorea. A rheumatic infection is responsible 
for the attack in most cases (leaving hysterical cases aside). In 
persons with a certain cerebral predisposition the rheumatic 
Virus is most likely to affect the brain. Even the rare cases of 
chorea psvchosis resemble psychoses which sometimes occur 
in connexion with rheumatic diseases (characteristic of them is 
a certain alternation of hyperkinetic and akinetic symptoms), 
In a follow-up study on *“ Changes of Personality after Chorea 
Minor ” (Swiss Archives of Neurology and Psychiatry, 1934, 34), 
I was able to prove that a certain complex of symptoms can be 
found, to a higher or lesser degree, in every post-choreic 
person even after ten to twenty years have passed since the 
acute disease. The picture of this “ post-choreic syndrome ” 


‘resembles mainly psychopathy of a schizoid type, but includes 


also a certain impairment of psychodynamic activity. Though 
patients with chorea minor might have had a certain cerebral 
predisposition from the very beginning, no symptoms need to 
be present ‘1 early years, and (so far as we consider the 
“ phenotype ”) a real “ change” of personality develops in the 
years following the disease. 

We can take it for certain, though pathological evidence is 
rare, that the acute process in chorea causes injury to the brain 
cells, particularly in a region of the basal ganglia known as the 
neostriatum. It becomes, therefore, an urgent task to shorten 
the duration of the choreic attack and to lessen its severity. 
Most of the textbooks of mecicine and paediatrics still imply 
that the choreic movements disappear at any rate after a few 
weeks and that the kind of help we provide for Nature is not 
very important. While much anxiety is expressed as to the 
danger of endocarditis, the brain substance is not thought of 
at all. 

A more recent trend in chorea therapy recommends some 
form of “shock treatment” either by nirvanol (which is 
phenylethylhydantoin, a barbitur’c compound) or by non- 
specific vaccines or protein substance (the latter ones have been 
used with success in America). The essential point is to produce 
a vigorous blood reaction which leads to fever, probably to an 
allergic reaction too, and in the case of nirvanol almost invari- 
ably to a morbilliform rash. In an article on nirvanol therapy 
(Folia Medic. intern. orient., 1936, 2) I pointed out ‘that the 
danger of nephritic accidents for which nirvanol is feared can 


be avoided by giving very small doses. The medication has 
to be stopped according to an indication given by the blood 
picture, which must be examined daily. Experience has already 
established certain rules as to the details of the blood picture 
in nirvanol therapy. All this has not been done for the sake 
of pedantry, but in order to find out a quick cure of chorea 
which ought to prevent permanent impairment of brain 
substance. I had very good results and no accident with a 
careful nirvanol medication, and I saw it cut down the duration 
of the choreic attack to an average of less than a fortnight. 
This has its bearing not only on the “cerebral future” of the 
patient himself but also on that of his offspring. 

Electro-encephalography might soon decide by comparative 
studies whether or not the new way of treatment has an 
advantage when compared with the older one. Another idea 
follows: as electro-encephalography shows a certain alteration 
of brain activity in choreic persons and, on the other hand, 
the test of Rorschach (the only penetrating personality test we 
have) also shows a peculiar result in those persons, comparative 
studies would seem to be advisable in this and in other cerebral 
disorders. This might lead us a step forward in correlating 
brain activity with psychic activity—l am, ctc., 

Colchester. STEPHEN Krauss, M.D.Basle. 


“Ether Convulsions ” 


Sir,—In his interesting paper on ether convulsions (Novem- 
ber 29, p. 765) Dr. H. J. Brennan refers to a statement made by 
Dr. Harold Sington in the British Medical Journal in 1927 to 
the effect that, in spite of the giving of large doses of atropine 
before operation, no cases of ether convulsions had occurred at 
the Hospital for Sick Children, Great Ormond Street. Although 
no such case was‘recorced at this hospital before the summer 
of 1927, a considerable number have occurred there since that 
date, eighteen of them being in children anaesthetized by myself. 
That this should be so in a large children’s hospital is to be 
expected, as children are well known to be more susceptible 
than adults to this complication. 

Although I had specialized in anaesthetics since 1920, I had 
never seen a case of ether convulsions until 1927, but in the 
fourteen years,since then I have had twenty-seven cases in my 
own practice, and of these only seven have been in adults, in 
spite of the fact that I have anaesthetized mere adults than 
children. It is worthy of note that in my series the number of 
females affected is twice that of males, although it is difficult 
to see what bearing this has on the aetiology of the condition, 

In the majority of my cases the convulsions were not violent 
or prolonged, and in only one instance did they last more than 
twenty minutes. This last-mentioned case was the only fatal 
one in my series, the patient being a boy, aged 6 years, from 
whom a gangrenous appendix was removed on a hot, humid 
day. In this case slight facial twitchings were noticed when the 
perifoneum was opened, but definite convulsions did not occur 
until the operator was about to close the abdomen. The con- 
vulsions then continued with intermissions after the patient 
returned to the ward, and death occurred about ten hours later. 
The violent convulsions with opisthotonos were controlled by 
the administration of rectal paraldehyde, which was given five 
hours before death. At the necrepsy the thymus was found to 
weigh 2 oz. and numerous enlarged lymphatic glands were 
present. The cause of death was recorded at the inquest as 
“heart failure following status lymphaticus ”! ' 

Some support is afforded to the suggesiion that neurogenic 
shock is an important factor in the causation of ether con- 
vulsions by the fact that my notes record that in four of the 
series the convulsions began during the opening of the peri- 
toneum and in eight during its closure. Unfortunately, in only 
five of the later cases was the patient’s temperature taken, 
and in these was found to be raised only 2° or 3°. The 
observation that only five cases occurred during hot weather is 
probably of little significance. as in none of my cases was the 
wet-bulb tenperature of the theatre recorded. ‘ 

As regards the possibility‘of premedication with atropine con- 
tributing to the causation, it is interesting to note that in two 
cases the atropine had acted badly with consequent respiratory 
embarrassment owing to excess of secretions. In one of these 
the premedication had accidentally been omitted and atropine 
was not given until after the operation had been started. It 
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would appear to me to be a mistake to omit or even cut down 
the preliminary dose of atropine where ether is given, as 
embarrassment of respiration seems to have some influence in 
encouraging the onset of convulsions. In eight of my series 
my notes record that respiration was hampered either by excess 
of secretions, glottic spasm, regurgitation of stomach contents, 
or a high Trendelenburg position. Dr. Brennan's suggestion 
that an endotracheal tube should be introduced as soon as 
possible after the onset of a convulsion is probably a good one. 
Indeed, as a prophylactic measure I think that the patient 
should be intubated if any respiratory embarrassment is 
anticipated. 

The presence of sepsis was noted in nine of my series. 

In my earlier cases I had the ether examined subsequently for 
impurities, but beyond traces of peroxides in two samples the 
examination proved negative. That the condition is not con- 
nected with such impurities is borne out by my notes, which 
show that in four cases ether from the sample which had caused 
the convulsion was used on subsequent patients without mishap, 
and that on eight occasions after the cessation of the convulsions 
ether from the same bottle was employed when the administra- 
tion was resumed, without recurrence of the spasms, In almost 
all of my cases the onset of the convulsions occurred during 
deep anaesthesia. 

As regards treatment, in ten cases oxygen and carbon dioxide 
were given after withdrawal of the anaesthetic; in three the 
administration of nitrous oxide appeared to stop the convul- 
sions ; but in the remainder oxygen alone was given. In some 
cases the head of the table was raised. None of my cases 
received evipan. 

My own experience leads me to stress the importance of being 
on the lookout for the onset of this complication of anaesthesia, 
especially in children with jerky, spasmodic type of respiration. 
The development of a definite convulsion can, in my opinion, 
frequently be aborted if the anaesthetic be withdrawn and 
oxygen alone given immediately any facial twitchings are 
observed.—I am, etc., 

Niet McDonaLp, 


Senior Anaesthetist, Hospital for Sick Children, 
Great Ormond Street, Royal Northern Hospital, etc. 


Sm,—In view of the article on ether convulsions by Major 
H. J. Brennan she following case reports are of interest. 

Case 1.—A well-built fair-haired married woman of 24 was 
admitted to the Kingston County Hospital on October 16, 1940. 
She was slightly toxic and dehydrated after symptoms of intes- 
tinal obstruction of three days’ duration: T. 99.8° F., P. 84. 
After an injection of 1/75 grain of atropine an operation was 
performed under gas, oxygen, and ether, administered through 
a Boyle’s apparatus. Just after several loops of small intestine 
had been withdrawn through the wound the patient developed 
generalized convulsions. These continued for about three 
minutes until controlled by 0.4 gramme of pentothal. The 
operation was rapidly completed. The patient’s condition 
remained poor for several hours, but was never critical. She was 
discharged fifteen days after admission. An evening rise of 
temperature to 99° F. persisted during her stay in hospital. 

Case 2.—A normally developed fair-haired boy of 13 was 
admitted to Kingston County Hospital on November 24, 1941, 
with appendicitis associated with a generalized peritonitis. The 
child had a four-days history, was highly toxic and dehydrated ; 
T. 101.8° F., P. 130. Operation under general anaesthesia (gas, 
oxygen, and ether) was performed two hours after admission: 
1/100 grain of atropine was given thirty minutes before 
operation. Anaesthesia was induced through a_ Boyle’s 
apparatus. A perforated gangrenous appendix was removed 
and the peritoneal cavity drained. The anterior sheath of the 
rectus was almost completely sutured when convulsions 
developed, lasting for about three minutes. These were con- 
trolled by 0.25 gramme of pentothal. After intravenous 
administration 6f pentothal convulsions stopped, but the child 
became pulseless and cyanosed and breathing ceased: 1 c.cm. of 
coramine was given intramuscularly. Oxygen and CO, were 
also administered through a Boyle’s machine. The patient 
gradually recovered from his collapse. He is still in hospital 
recovering from the generalized peritonitis. It will be of 
interest to note that the patient’s speech was slurred in the first 
five days after operation. This defect slowly disappeared. 


The first patient had only a slight elevation of temperature 
and she was not very toxic. She was dehydrated. Neurogenic 
stimuli from the peritoneum may have been a factor. 

The second patient had a higher temperature (101.8° F-.), and 
was extremely toxic. He was dehydrated. The convulsion 
occurred at the end of the operation when the anterior rectus 
sheath was almost completely sutured. Neurogenic stimuli 
from the peritoneum can hardly be invoked as the cause of the 
convulsions. If we can include the varying degrees of toxicity, 
the most important common factor would appear to be 
dehydration. The rapid response to pentothal emphasizes the 
important place this drug has in treatment. 

We wish to thank the authorities of the Kingston County 
Hospital for permission to publish these two cases.—We are, etc., 
V. Aronson, M.D. 

A. H. Harvie, M.B., F.R.C.S.Ed. 


Kingston-on-Thames, Surrey. 


Roughage and Wholemeal Bread 


Sir,—I whole-heartedly agree with Dr. R. A. Murray Scott 
(July 12, 1941, p. 64) in his defence of wholemeal bread. In 
particular I think a few words should be said in defence of 
roughage. It has seemed to me that this term is synonymous 
in the minds of many medical men with “rubbish,” and 
accorded in consequence about as much attention as that un- 
wanted material usually receives. 

One outstanding fact I have not seen noted in connexion 
with discussions on roughage—namely, that it is a universal 
constituent of every natural food in greater or lesser 
degree, with the exception of those foods intended by Nature for 
the growing embryo or young animal, such as eggs, milk, honey. 
This being the case, I find it difficult to believe that this fibrous 
material serves no more useful purpose than that of a mildly 
irritating and therefore stimulating constituent of the intestinal 
contents. 1 believe I am correct in quoting Sir Robert McCarri- 
son as saying that “about 50° of ingested fibre disappears ” 
during the passage of food through the alimentary tract. Is the 
liberation of iron from wheat berry roughage the only contri- 
bution that all forms of roughage have to make to the nutrition? 
It seems unlikely. The nutritive value of green vegetables and 
fruits is to-day widely recognized : how much of this beneficial 
effect is due to the large quantities of roughage that they con- 
tain? What effect does the taking of adequate quantities of 
roughage have on the types and quantitative distribution of the 
intestinal organisms? 

_ In official pronouncements on wholemeal bread I always have 

the feeling that the committee or Ministry or whatever body 
may be concerned approaches the subject in an apologetic 
manner. This will never carry conviction to the public, whom 
we should educate in these important matters. The advisers 
of the public lack enthusiasm in their own words ; why should 
those to whom they speak be any more interested? Surely 
the virtues of the whole wheat berry are patent in these days ; 
then why is the medical profession so half-hearted in_ its 
advocacy, I agree that it is difficult to change food habits, 
but it can be done. Reference to The Englishman's Food 
(J. C. Drummond and Anne Wilbraham) will show how often 
and fundamentally our food habits in Britain have been changed 
in the past five hundred years. 

I suggest that the first step is for every doctor to adopt the 
exclusive use of wholemeal flour in his own household. When 
preconceived ideas and prejudices have been discarded, I ven- 
ture to say that real wholemeal bread will be found more tasty 
and much more satisfying than the emasculated (literally) white 


product. It was the adoption of white flour originally by the . 


higher social strata of society that bred the desire for it among 
those lower in the scale. A reversal of this procedure would 
carry more conviction than hours of reading and lecturing. 

I have recently returned from a visit to the Union of South 
Africa, where no white bread and very limited quantities of 
white flour are obtainable. There were certainly complaints to 
be heard, but on the whole the population had accepted the 
change with very little comment. But I feel that it is for the 
medical profession to show up the false position of white flour 
in the national dietary. Incidentally I suggest (without any 
personal knowledge) that the reason most vitamin tables show 
pork to have considerable quantities of vitamin B, (in civilized 
countries) is that the animals are fed liberal quantities in the 
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wheat offal that the population should have direct instead of 
second-hand through the pig. 

In this distant spot I am unable to refer to any literature on 
this subject outside my own small library. It is possible that 
somewhere some of my questions may be answered. For this 
reason I ask your readers’ indulgence in any apparent lack of 
knowledge of more recent facts.—I am, etc., 


Lira, Uganda. A. A. BATTSON. 


Thromboplastin with Dicoumarin 


Sir,-—We hear that samples of dicoumarin (Stahmann, M. A., 
Huebner, C. F., and Link, K. P., 1938, J. biol. Chem., 138, 513) 
are being distributed for clinical trial in cases of infective and 
non-infective thrombosis. It has been our experience that mis- 
leading results are obtained if rabbit brain is used as thrombo- 
plastin in accelerated clotting tests after administration of 
dicoumarin in man, and we recommend either emulsion of fresh 
human brain (Owen, T. K., and Toohey, M., 1941, Lancet, 1, 
724) or Russell viper venom with lecithin (Hobson, F. C. G., 
and Witts, L. J., 1941, J. Path. Bact., 52, 367) in these circum- 
stances.—We are. etc.. 

Fevicity C. G. Hopson. 
L. J. Witts. 


Radcliffe Infirmary, Oxford. 


Professional Secrecy 


Sir,—The following queries might be of sufficient general 
interest to warrant publication. 

I recently had under my care a soldier charged with absence 
without leave, who pleaded ioss of memory. The condition 
was either hysterical or malingering—-probably the latter. I 
could get nothing but stout denial from the patient, but he 
agreed to evipan narcosis on the understanding that what he 
told me was in strict confidence ; 5 c.cm. of evipan restored his 
memory from the North-East to King’s Cross, a few hypnotic 
passes got him across London to Waterloo, and a little firmness 
then restored the rest of his memory. I was subsequently 
subpoenaed to a court-martial, where the statement made under 
evipan was fortunately considered inadmissible as evidence. 
But I would like enlightenment on the following points: 

(a) Has a court-martial the same rights as a civil court to 
order a doctor to reveal professional confidences? (Being 
in the E.M.S., I take it, makes no difference to this point in 
principle.) 

(b) Could any court demand that a statement made (i) under 
the influence of any crug, (ii) under hypnosis, be produced in 
court? 

(¢) If so, what is our professional position? Should one say 
to the patient before giving evipan that “ anything he says may 
be used as evidence against him”? Arising out of this, if one 
takes such a statement not expecting it to be used in legal pro- 
ceedings, what is the position? Moreover, there are patients, 
whether legal action or not is involved, who will only give 
information on the specific understanding that what they tell is 
strictly confidential and not to go in the records. In psychologi- 
cal medicine it is at times of essential diagnostic and therapeutic 
importance to obtain such information. If a doctor can subse- 
quently be forced to disclose what he learned after a specific 
promise of secrecy he is placed in a most anomalous position. 
Possibly I am wrong in assuming that he could be. At any 
rate, I would be most interested to hear comments on these 
problems and to receive enlightenment from the medico-legal 
experts.—I am, etc., 

Bromsgrove, 


** Our medico-legai correspondent refers to this point at 
page 94.—-Ep., B.M.J. 


W. LInDESAY NEUSTATTER. 


Administration of Voluntary Hospitals 


Sir,—Dr. Geoffrey Bourne in his letter on administration of 
voluntary hospitals (December 20, p. 891) writes: “The 
academic and professional status of the voluntary hospitals is 
unquestioned. . . .”. Technical competence in general medicine 
and surgery and their allied specialties in voluntary hospitals 
is certainly unquestioned, but in recent years the departure of 
some of the most academically distinguished and professionally 
progressive medical men from the authority of hospital life to 


that of the universities seems to challenge Dr. Bourne’s 
assertion. 

In paragraph 4 he writes: “Civil servants dare not act on 
their own initiative. ... The tempo of the Civil Service is 
thus that of the snail. Delegation of responsibility to trust- 
worthy committees or bodies is the only cure for this bureau- 
cratic katatonia.” The clinical picture of katatonia involves 
among other things impulsiveness, a liability to attacks of 
frenzy, and a tendency to dangerous behaviour. The fact that 
these features are not characteristic of the snail again suggests 
that it is technical competence and neither academic precision 
nor professional extensiveness which is to be expected of the 
executant of the average voluntary hospital—I am, etc., 

London, W.1. MuRDO MACKENZzIE, M.D., M.R.C.P. 


The Iron Ration in Pregnancy 


Sir.—The correspondence which is proceeding in your 
columns on iron administration in pregnancy is supplemented 
by the figures of increased pregnancy anaemia. Drs. W. W. 
Kay and J. M. Alston (December 27, p. 926) attribute their 
findings to a presumed shortage of iron in the wartime diet. 
This letter is to confirm their surmise. 

The most recent figures suggest that a minimum of 15 mg. 
a day is often inadequate, and that at least 18 to 20 mg. should 
be given. Apart from rationed foods, iron is mainly eaten as 
brown bread (which has three and a half times the amount that 
is in white bread) and greens. Bread intake is limited by the 
grease ration, and greens by their availability and cost. A 
careful calculation (not a dietary survey) based on cost, avail- 
ability, palatability, and capacity shows that during 1941, since 
the introduction of rationing, the average pregnant woman is 
eating not more than 15.7 mg. per day, and the majority eat a 
quantity lying between 10.0 and 13.7 mg. per day. 

Your annotator (November 29, p. 776) suggests pregnancy 
anaemia may exist and yet the tissues be functioning normally. 
To this it must be noted that the metabolism in pregnancy is so 
affected by the foetus that maternal tissues deplete themselves 
to supply foetal requirements ; that if the dietary deficiency is 
excessive then the foetus will suffer as well as the mother. 
This is not peculiar to iron metabolism, but iron differs from 
all other substances in that the neonatal supplies of iron til! 
weaning are entirely derived through the placenta from the 
mother, there being none to speak of in the milk. There is 
definite danger, therefore, of hypochromic anaemia in the infant 
at the breast, which will not normally be rectified till weaning 
sets in. Brown bread, the richest source of iron in the common 
foodstuffs throughout the year, is therefore very important, and 
its desirability in the diet of the pregnant woman is a further 
reason for stopping the milling of white flour—as is done in 
Eire. The letter of Drs. H. A. Hamilton and Helen Payling 
Wright (January 10, p. 54) gives figures confirming those of Drs. 
Kay and Alston, but points out that the suggestion of your 
annotator that supplementary feeding with iron may be useless 
and unphysiological will cause worry to those responsible for 
the health of pregnant women. The answer is that given by Dr. 
Helen Mackay (December 20, p. 888): it is more important to 
maintain the iron administration. The crucial thing is that the 
maternal blood iron may fall with continued administration, but 
that which reaches the foetus before it is born stays there avail- 
able while the infant is at the breast—I am, etc., 


A. St. G. HUGGETT, 
Professor of Physiology, University of London. 


Misleading Percentages 


Sir,—Without in any way wishing to detract from the merits 
of your excellent Journal, may I draw attention to a practice 
which is becoming more prevalent in your pages—namely, 
that of multiplying up small sets of figures to produce per- 
centages. For example, on page 909, December 27, column 2, 
appears: “ Of these 9 patients no fewer than 6 (67%).” Why 
not 664°? No, Sir, let us have numbers of less than 100 (or, 
if we must, 50) expressed in the original figures, and so avoid 
the multiplication of errors. 

I should like to take this opportunity to thank you for the 
interest of the British Medical Journal during the year.— 
I am. etc., 

Ashtead, Surrey. 


A. N. BLADES, M.B. 
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ALFRED LEONARD FULLER, F.R.C.S.I. 


We regret to record the death on Christmas Eve of Mr. 
Leonard Fuller, honorary consulting surgeon to the Royal 
United Hospital and Royal Mineral Water Hospital, Bath. 
He died in the Forbes Fraser Hospital, with which he had 
been closely identified since its opening ir 1924; the first 
operation there was performed by him. 


Alfred Leonard Fuller was born, of a weil-known Bath 
family, in 1870. He was educated at the Old Hermitage School, 
Bath, and Christ’s College, Finchley, and took his medical train- 
ing at St. Thomas’s Hospital, qualifying in 1895. He went into 
partnership with the late Dr. T. B. Goss of the Circus, Bath, 
and for thirty-seven years he had lived and practised in the 
same house in Gay Street. He was appointed anaesthetist to 
the Royal United Hospital in 1901, became assistant surgeon in 
1904, surgeon in 1919, senior surgeon in 1925, and consulting 
surgeon in 1930. For many years he was on the Board of 
Management of the hospital. He was also surgeon and later 
consultant to the Royal Mineral Water Hospital, medical officer 
to Partis College, medical officer to Kingswood School and to 
the Royal School for Army Officers’ Daughters, and he served 
other local institutions. 

Mr. Fuller joined the British Medical Association in the 
year of his qualification, and in 1925, when the Annual Meeting 
was held at Bath, he was honorary secretary of the Section of 
Surgery. He was past-president of the Bath Clinical Society 
and of the Bath Medical Book Society. Of the latter society, 
whose 10Ist meeting he attended only a fortnight before his 
death, he had been a principal officer for nearly forty years, 
and its annual meetings were customarily held at his house. 

Mr. Fuller had a distinguished career in Freemasonry, and at 
the time of his death he was Provincial Grand Mark Master of 
Somerset. He had held an impressive succession of Masonic 
offices. | Next to his medical work and his Freemasonry. 
gardening was the great interest of his life. He was a Fellow 
of the Royal Horticultural Society, and, among other things, 
the planning and supervision of the garden at the Forbes Fraser 
Hospital was largely due to him. The preservation of Old Bath 
was another of his interests, and philately yet another. 

He married, in 1897, the daughter of his partner, Dr. T. B. 
Goss. Mrs. Fuller died in 1927. Of their three children, one. 
Mr. Herbert L. Fuller, is following in his father’s footsteps as a 
surgeon in Bath. 


Medico-Leégal 


THE PSYCHIATRIST AND THE FORGETFUL 
SOLDIER 


Now that so many thousands of men are under arms the 
fighting Services have to deal with a good many cases of 
absence without leave. This may be due to deliberate deser- 
tion, to an error of judgment in trying to catch a train, or to 


‘any one of the infinite gradation of intermediate causes. The 


offender is liable to trial by court-martial, and a certain number 
of such unfortunates set up the defence of pathological loss of 
memory. Sometimes, to find support for this plea, they consult 
medical psychologists and call them as witnesses. That this 
situation may raise serious problems is shown by a correspon- 
dent in this issue (p. 93). Treatment to restore a missing 
memory may include stimulating conversation, suggestion, 
various degrees of hypnosis, and the injection of a small dose 
of evipan or some similar narcotic. It is a basic condition of 
successful psychotherapy that the patient shall be free to say 
anything he pleases with complete assurance that it will go no 
further than the consulting-room. The psychiatrist is therefore 
apt to feel acute dismay when he is summoned before a court- 
martial and told he must state in evidence what the patient 
has disclosed to him under a pledge of strict secrecy. There 
is no doubt about the law, and for this as for most other pur- 
poses a court-martial is bound by the same rules as are the 


ordinary criminal courts of the land. Neither patient nor 
doctor can claim “ privilegé” for any fact which the doctor 
learns in his professional dealings with the patient. Many 
doctors and some lawyers consider this a pity. Facts which a 
lawyer learns in his professional capacity need not be disclosed,’ 
and Lord Brougham once said,” ** It might not be very easy to 
discover why a like privilege has been refused to others, especi- 
ally to medical advisers.” The privilege is, of course, essenti- 
ally that of the patient and not of the doctor, and it is hard 
to see why a doctor should object to disclosing in court a fact 
which the patient wishes him to disclose, or of which the dis- 
closure would be in the patient’s interest. In practice, courts- 
martial do not subpoena psychiatrists to testify for the prosecu- 
tion against their patients. The psychiatrist only finds himself 
before the court because the patient has had him brought there, 
and it does not seem unreasonable that the patient should 
then accept the consequences of the doctor’s oath to tell the 
whole truth. Moreover, although statements made by a 
patient to a doctor are undoubtedly admissible in evidence, 
judges (and also presidents of military courts) habitually use 
their influence to protect from disclosure everything not abso- 
lutely essential to the purpose of the trial—that is, so far as 
they justly can, they recognize the unofficial existence of a 
substantial degree of “medical privilege.” This practice does 
much to soften the severity of the rule of evidence which 
binds a doctor, as it does every other witness except a lawyer. 
to tell all he knows. 


Things said under Hypnosis or Narcosis 

Surprisingly, there is no authority tending to show that 
things said by a patient under the influence of hypnosis or a 
drug are inadmissible in evidence. The law is very jealous 
of admitting confessions by prisoners, but in determining their 
admissibility it is almost entirely preoccupied with the question 
of whether or not the confession was made of the prisoner's 
own choice, uninfluenced by any inducement or threat. That 
is the legal meaning of “voluntary” as applied to a con- 
fession. Judges and jurists do not seem to have contemplated 
the possibility of the prosecution wanting to present in evidence 
the statement of an unconscious patient. The nearest approach 
to a precedent is the remark of Mr. Justice Coleridge® that he 
thought a statement made by a prisoner while he was drunk 
was not therefore inadmissible in evidence against him; and 
that to render a confession inadmissible it must be obtained 
either by hope or by fear. The learned author of Taylor on 
Evidence mentions an unreported case* in which a confession 
made by a prisoner while talking in his sleep was tendered in 
evidence, but as Chief Justice Tindal doubted its admissibility 
it was withdrawn. The admission of such evidence seems to 
be within the discretion of the court. It is highly improbable. 
however, that any court would take an interest in such analyti- 
cal material. A person who is non compos mentis is not a 
competent witness, and most courts would probably regard the 
ramblings of a drugged patient or the disclosures of a hypno- 
tized person as no more valuable for establishing truth than 
~a tale told by an idiot.” As Dr. Neustatter relates, the court- 
martial before which he appeared would not admit such evi- 
dence, and psychiatrists may be reasonably sure that such state- 
ments will never be subject to disclosure. On general prin- 
ciples, however, it seems only fair that the psychiatrist should 
make it quite clear to a member of the Forces who consults him 
with a view to obtaining his evidence in defence against a 
desertion charge that he may have to disclose in court every- 
thing that the patient tells him, and that the patient must take 
that risk with his eyes open. 


A SURGEON’S LIBEL ACTION 


Mr. G. H. Lawson Whale was recently obliged to bring an 
action for libel® against a gentleman who complained in writing 
to the secretary of the Hampstead General Hospital of Mr. 
Whale’s conduct to certain, patients who had been injured in 
an air raid. The offending letter contained the words: 

“They [the patients] complain bitterly of the attitude adopted to 
them by the hospital, saying that the surgeon who attended them was 


1 Watson v. M’Ewan (1905), A.C., 480. 

2 Greenough v. Gaskell (1838). 1 Y. & K., 98. 

3'R. v. Spilsbury (1835). 7 C. & P., 187. 

4R. v. Sippet (1839), 12th ed., 1931, vol. i, p. 548, sec. 872. 
5 Times, October 23 and 25. 1941. 
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both callous and brutal in his attitude to them and was chiefly 
concerned to get them out of hospital as soon as possible. He, .. . 
if Miss B——’s |one of the patients] account is correct, succeeded in 
his harsh manner in reducing all the patients to tears. Apart from 
this they seem to have been discharged from hospital with no thought 
for their nervous and psychological condition. ... The second 
daughter was sent home on her own on Saturday, and arrived in a 
state of appalling hysteria at my house. As a ratepayer at Hampstead 
I must protest against this kind of treatment of air-raid victims. 

Firstly, if the surgeon in charge is incapable of treating his 
patients with ordinary humanity he should not be allowed to practise 
in the hospital whatever his reputation. Secondly, these women 
should not have been discharged without a thought for their nervous 
condition to cause anxiety and alarm amongst the people with whom 
they have to live. Since they speak very highly of the kindness of 
the ordinary doctors and nurses and of the food, my complaint must 
be against the general policy and attitude of those in authority. . . .” 

In a subsequent letter Mr. Sargant stated that the surgeon 
mentioned was Mr. Lawson Whale. The surgeon’s evidence 
showed that he had been appointed by the Ministry of Health 
to deal with air-raid casualties at the hospital under the Emer- 
gency Medical Scheme. On September 7, 1940, there was an 
air raid and the patients attended at the hospital. One of them 
had a haematoma near her mouth, and a colleague consulted 
Mr. Whale on whether a tracheotomy should be performed. 
Mr. Whale examined the patient and concluded that no opera- 
tion was necessary. He denied that the women were his 
patients, that he had anything to do with their discharge from 
hospital, or that there was any atmosphere at the hospital of 
“get out as quick as you can.” He thought the letter most 
unreasonable, as the writer had not verified his information. 
He had always found it easy to keep patients at the hospital 
as long as he would have kept them in peacetime. Mr. Sargant 
explained in evidence why he had written the letter. 

Mr. Whale, through his counsel, then stated that he was satis- 
fied Mr. Sargant had acted responsibly and throughout in good 
faith ; accordingly he felt that his only honest and proper 
course was to withdraw the action and pay Mr. Sargant’s costs. 
His only object in bringing it had been to clear his reputation. 
Mr. Sargant, for his part, desired to say that the letter he 
wrote was too strong in its terms and he was sorry. The 
learned judge welcomed the settlement, and remarked that Mr. 
Sargant had never pleaded justification (that is, that the words 
complained of were true), and that the course Mr. Whale had 
taken did not imply an admission that there was any cause for 
complaint against him. He would not like it to be thought 
that this ending to the case reflected on Mr. Whale in any way. 


Medical Notes in Parliament 


Vitamin B and White Flour 

Major LLoyp GEORGE, answering questions on January 8, 
said it had been decided that two new factories should be 
acquired, equipped, and financed by the Ministry of Food for 
the manufacture of aneurin for fortifying white flour. Arrange- 
ments were proceeding for production of synthetic vitamin B at 
these two factories, but it was expected they would not be in 
production for eighteen months. In the meantime supplies 
were being received from the United States and from a com- 
pany which was manufacturing in this country. Fortification 
of white flour with vitamin B would-be extended in a week to 
the North-West area. Fifty per cent. of the white flour con- 
sumed in the United Kingdom would then be fortified. 


Rehabilitation Schemes 

Mr. ERNEST BROWN stated, in reply to a question on 
January 8 about the steps being taken to ensure the rehabilita- 
tion of injured persons in addition to their surgical treatment, 
that one of the first considerations of the Emergency Hospital 
Scheme was to ensure that the injured person was as fully 
restored to normal function as his injury allowed before dis- 
charge from hospital. To that end the scheme included a wide- 
spread organization of special treatment centres for fracture 
and orthopaedic cases, providing as part of remedial treatment 
up-to-date methods of rehabilitation—including massage and 
physiotherapy, exercises, games and recreations, light workshop 
handicrafts, and other forms of occupational therapy. This 


organization worked mainly through twenty-one special ortho- 
paedic centres and fifty-six special fracture departments, apart 
from special centres for other types of injury and arrangements 
at numerous hospitals and clinics for short-stay cases and out- 
patient treatment. It had as its purpose general rehabilitation 
up to the point at which the patient was ready to resume his 
normal life or to undergo vocational training or any other 
special preparation for employment. It had been arranged for 
a local officer of the Ministry of Labour to interview the patient 
while still in hospital, and to advise, in consultation with his 
medical attendant, on the course best suited to his case after 
discharge. 
Co-ordination of Child Welfare 


To co-ordinate and develop the nursery- and after-care of 
young children in time of war, Mr. Ernest Brown and Mr. 
Butler have appointed an executive committee of officers of 
the Health and Education Departments, under the chairmanship 
of Sir Wilson Jameson, Chief Medical Officer. Consultation 
with the Ministry of Labour and the Supply Departments has 
been maintained by regular meetings of officials of the Depart- 
ment. A contact circle between officers of the Ministry and 
the Board and women experienced in the problems of child 
care was established at the outset of this work. Regular meet- 
ings have been held. 


Declining Birth Rate 


Mr. ERNEST BROWN stated on January 8 that, in England 
and Wales, in the years 1939 and 1940 respectively, the birth 
rates per 1,000 of the population were 14.9 and 14.6, while the 
death rates were 12.1 and 14.0. Maternal mortality was 2.82 
and 2.61 per 1,000 total live births ; infant mortality was 50 and 
56 per 1,000 births. Mr. Brown added that for 1940 the birth 
and death rates (with the exception of infant and maternal 
mortality) had been calculated on an estimated population which 
excluded non-civilians. This information would be expanded 
in the summarized report on the work of his Department which 
he hoped to publish shortly. Serious attention was given to 
the decline in the birth rate and to resultant problems. 


Universities and Colleges 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


Honorary Fellowship for Sir Earle Page 

At a Council meeting on January 8 the Right Hon. Sir Earle 
Page, G.C.M.G., Ch.M., Minister representing the Common- 
wealth Government in London, and lately Prime Minister of 
Australia, was admitted to the Honorary Fellowship of the 
College. The ceremony, which was presided over by Sir Alfred 
Webb-Johnson, took place in the anatomical room at Lincoln’s 
Inn Fields, and among the company were a number of surgeons 
serving in the Navy, Army, and Air Force, including visitors 
from Australia and Canada, and also a representative of the 
American Hospital in Britain. 

The PRESIDENT said that from the time of Aristotle to the 
present day the hazardous path of politics had attracted many 
members of the medical profession, several of whom had 
achieved distinction, as was only to be expected from their 
training. In the history of the British Empire medical men 
had risen to be proud of the record of many of their colleagues 
who had followed a political career. William Petty was the 
founder of the science of political economy, and Sir Walter 
Foster, Lord Addison, Sir Auckland Geddes, and Mr. Walter 
Elliot were examples of medical men who had held high minis- 
terial office at home. In the Empire abroad Sir Charles Tupper 
had been Prime Minister of Canada, Dr. Starr Jameson had 
held the same office in South Africa, while the Hon. G. N. 
Huggins was at the present time Prime Minister of Southern 
Rhodesia. Of their new Honorary Fellow he said that Sir 
Earle Page had given up active practice some years ago, but his 
colleagues had not forgotten his services to surgery and had 
watched his political career with interest and pride. They 
recalled that in the last war he had given splendid service in a 
casualty clearing station on the western front. 

Sir EARLE PaGE, after thanking the President and expressing 
his appreciation of the honour, said that the most interesting 
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and happy period of his life was the time he spent in a casualty 
clearing station on the western front during the last war, when 
he had so many opportunities of working in close collaboration 
with British and American surgeons. A surgical training was 
invaluable in the political field because what was so much 
needed there, and so seldom took place, was diagnosis before 
treatment. In his experience, as a rule, “ treatment” in politics 
was empirical. The tendency was to put the largest possible 
poultice on to the cancer, hoping to hide it from the public, rather 
than to perform a radical excision. Next to diagnosis before 
treatment, the two most important factors in politics were quick 
decision and immediate action following decision, and in that 
connexion also a surgical training was of great value. He 
believed that, with the combination of diagnosis before treat- 
ment, quick decision, and immediate action, many of the 
national and probably all the international ills would never 
arise at all. 

. He added that during the last three months in this country, 
to which he had come as a special envoy from his own people, 
his work had been particularly associated with his professional 


training. His first duty had been to try to impress on the ~ 


British Government that the British Empire, which was a living 
organism, had a body as well as a head. He had always 
regarded the British Isles as the head of the Empire, the 
Atlantic and Mediterranean as its neck, where the great arteries 
of communication lay, and the Pacific and Indian Oceans 
as the body of the Empire. In that body was the heart, and 
he had tried to impress upon the British Government the 
anatomical fact that the body must have a heart and that it was 
as important to defend the heart as the head. During the last 
two months he had had the second task of trying to find some 
means of better representation, in the War Cabinet or in the 
direction of the war, for Australia and the other Dominions, 
and he had had an opportunity of applying the methods of the 
Royal College of Surgeons in that connexion, by performing 
an experiment on the Empire War Cabinet and its associated 
bodies while they were actually working. He had been able, 
by a process of trial and error, to see where the obstacles lay 
and how they could be removed. Perhaps the surgical research 
he had carried out on that problem, which might have very 
important implications, was held to entitle him to the honour 
conferred upon him, which he very highly esteemed and re- 
garded as one of the crowning marks of appreciation of his 
life’s work. 
Lectures 

Hunterian and Arris and Gale Lectures for 1942 have been 
arranged as follows: January 20, Lieut.-Colonel A. E. Hamer- 
ton, Primary degeneration of the spinal cord in monkeys: a 
study in comparative pathology ; January 21 and 22, Mr. W. 
Turner Warwick, Observations on the constitution and growth 
of long bones; January 28, Surgeon Commander E. R. P. 
Williams, Blast effects in warfare ; January 30, Mr. A. Sorsby, 
Aetiology of phlyctenular ophthalmia ; February 3, Mr. J 
Chesterman, Evaluation and treatment of factors involved in 
post-lobectomy collapse of the lung ; February 5, Dr. N. Asher- 
son, Otogenic cerebellar abscess, with special reference to the 
posterior fossa cerebrospinal fluid syndrome and the operative 
treatment ; February 9, Prof. F. Davies, Conducting system of 
the vertebrate heart; February 17, Squadron Leader D. N. 
Matthews, Value of local chemotherapy in the treatment of 
wounds and burns; February 18, Dr. D. P. Cuthbertson, 


_Certain aspects of the physiological reaction to injury: the 


post-shock metabolic response ; February 23 and 24, Prof. J. 
Beattie, Physical and chemical changes in the blood associated 
with shock and haemorrhage; February 26, Surgeon Rear- 
Admiral G. Gordon-Taylor, Surgical anatomy of the lower end 
of the common bile duct and the adiacent head of the pancreas. 
The lectures will be given at the College (Lincoln’s Inn Fields, 
W.C.), all at 2.30 p.m. 


UNIVERSITY OF LONDON 
The following candidates have been approved at the examina- 
tions indicated: 

M.D.—Branch I (Medicine): Stella M. Instone, R. D.C. Johnstone, 
A. A. G. Lewis, C. D. Needham, A. Sakula. Branch III (Psycho- 
logical Medicine): W. L. Neustatter. Branch 1V (Midwifery and 
a of Women): Elsie M. Terry. Branch V (Hygiene): C. N. 

aith. 

Appointments 

Mr. H. L. Eason, M.S., F.R.C.S., who retired from the office 
of Principal of the University on September 30, 1941, has been 
reappointed to the General Medical Council. 
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UNIVERSITIES AND COLLEGES BriTIsH 


Sir Girling Bal!, F.R.C.S., has been re-elected Dean of the 
Faculty of Medicine; Sir Ernest Graham-Little, M.D., Dr. 
A. M. H. Gray, and Prof. M. Greenwood, D.Sc., F.R.S., have 
been elected chairmen of the Council for External Students, 
the Professoriate Committee, and the Scholarships Committee 
respectively. 

The title of Professor of Physics as applied to Medicine in 
the University has been conferred on Dr. W. V. Mayneord in 
respect of the post held by him at the Royal Cancer Hospital. 


Grants in Aid of Research 


The following grants have been made from the Central Re- 
search Fund for 1941-2: R. H. R. Belsey, F.R.C.S., £100 ; Prof. 
W. J. Hamilton, M.D., and D. M. Samuel, M.B., £95; J. D. 
Macleod, M.B., £250; Prof. F. R. Winton, M.D., £100. 

The Paul Philip Reitlinger Prize has been awarded to 
G. N. C. Crawford (St. Thomas's Hospital Medical School) for 
his essay on the evolution of the Haversian pattern in bone. 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS 
OF GLASGOW 

At a meeting of the Royal Faculty of Physicians and Surgeons 

of Glasgow held on January 5, Mr. Roy F. Young, President, 

in the chair, I. S. McGregor, M.B., Ch.B., was admitted a 

Fellow of Faculty. - 


Medical News 


Colonel Leonard Colebrcok will deliver a lecture on “ Infec- 
tion of War Wounds ” at the Weston Hotel, Bath, on Thursday, 
January 22, at 5.30 p.m. All Service medical officers and 
civilian practitioners will be welcome. 


The British Institute of Philosophy has arranged a lecture 
entitled “Social Relations of Science” to be given by Prof. 
A. D. Ritchie at University Hall, 14, Gordon Square, W.C.1. 
on Friday, January 23, at 3 p.m. The lecture is free to the 
public. 


A meeting of the Medico-Legal Society will be held at 26, 
Portland Place, W., on Thursday, January 22, at 4.30 p.m., 
when a paper will be read by Mr. Julius Grant, M.Sc., Ph.D., on 
* Paper as Evidence.” 


The Council of Epsom College will shortly proceed to award 
St. Anne’s Scholarships to girls attending Church of England 
schools. Candidates must be fully 9 and under 16 years ci 
age, and must be orphan daughters of medical men who have 
been in independent practice in England or Wales for not less 
than five years. The value of each scholarship is dependent 
upon the means of the applicant and the locality and fees of 
the school selected. The Conjoint Committee of the College 
will in May award a Christie Pension of £89 a year to a neces- 
sitous medical man, fully 55 years of age, who has been 
registered for five years, and who is in need of help. Forms 
of application for the scholarships and the pension can be had 
from the Secretary’s Office, Epsom College, Surrey, and must 
be completed and returned by April 24. 


The Medical Research Council invites applications from 
medically qualified women for a studentship for training in 
methods of experimental psychology ; preference will be given 
to candidates who have had some special training in physiology 
or neurology, or who have already had some experience in the 
use of research methods. The studentship will be tenable for 
six months, during which the holder will receive training under 
the direction of Prof. F. C. Bartlett at Cambridge. Payment 
will be at the rate of £350 per annum, and the student will be 
expected to give her whole time to the work. The award will 
be made with a view to possible opportunities for research into 
problems arising during the war, either in the Services or in 
industry, but no definite promise of employment after the 
expiry of the studentship can be given. Applications should be 
lodged with the Secretary, Medical Research Council, c/o 
London School of Hygiene, Keppel Street, W.C.1, by February 
9. Forms for the purpose will be supplied on request. 


The Right Hon. Walter E. Elliot, F.R.S., F.R.C.P., has been 
elected chairman of the British-American Parliamentary 
Committee. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the 
British Isles during the week ended December 27. 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for : (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases ; a blank space denotes disease not notifiable or 
no return available. 


1941 1940 (Corresponding Week) 
Disease 
(a) | (b)| |] (a | | @ 
Cerebrospinal fever .. 95 6 31 5 g 171) 13) 35 1 4 
Deaths 1 3 4 
Diphtheria 845} 29) 248) 1,090] 47] 415] 18] 26 
Deaths 32| — 5 2 30) — 7 2) — 
Dysentery 93 8 50} — | — 112} 4) 22); — | — 
Encephalitis 
acute 2} — 1 2| 
Enteric (typhoid and 
paratyphoid) fever 20) — 6; 10) — 
Deaths ste 1) — 
Erysipelas —| 3 29} 61; — 
Infective enteritis or 
diarrhoea under 2 
years 
Deaths 39) — 6 — 39} 2) S| 6 1 
Measles 540} 50} 42] 366) 158) — 16 
‘Deaths j—|— 23 4 3; — | — 
Ophthalmia neonatorum 46 2 26] — | — 444 2) 17 1] — 
Deaths 
5} — 4 1 


Paratyphoid fever 
Deaths 


Pneumonia, influenzalt 751) 43 8 3} 13 857) 41) 11 
Deaths (from influ- 
enza) she 32 1 1} — 1 40 2 7 


Pneumonia, 259] 12 223 
Deaths 40 10 49 


w 


Polio-encephalitis, acute 


—* acute .. 11 1 1 
Deaths —|— 


Puerperal fever ~s 1 1 11 


Puerperal 139} 10) 21 
Deaths 


Deaths 


Scarlet fever .. 997) 28) 235) 25) 279 1,193) 65] 215); 41) 24 
Deaths 1] — 1} — | — 3} — | — 1} — 


Typhoid ‘call a 14 1 3 4 2 
Deaths 


Whooping-cough 1,124) 154) 21 7 | 1,846} 20} 136) — 16 
Deaths 8 2 2| — | — 16 1 


Infant mortality rate 
(per 1,000 live births) 


Deaths (excluding still- 
births) 


4,369] 604) 638] 147} 123) 
Annual death rate (per 


6,150} 823) 682) 155} 145 


1,000 persons living) 13-9} 9-8] § 13-8} 10-3] 12-7 
Live births 3,489] 330] 720} 132| 160} 2,863} 168] 786) 152] 137 
Annual rate per 1 ,000 : 
persons living... 14-6} 8-38) § 15-9} 10-1] 12-0 
Stillbirths : 148] 15 46 161 8) 44 
Rate per 1,000 total 
births (including 
stillborn) . 60 $3 


‘. oP addition there was one case of mixed infection—measles and trachoma— 
or Eire. 

+ Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

¢ Includes paratyphoid A and B for Northern Ireland. 

§ Owing to evacuation schemes and other movements of population, birth and 
death rates for Northern Ireland are no longer available. 
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EPIDEMIOLOGICAL NOTES 
Discussion of Table 


A large fall in the number of noiifications of infectious diseases 
in England and Wales, compared with the preceding week, was 
recorded. Such a fall has always been a feature of the returns 
for Christmas week, and does not indicate a real decrease of 
this magnitude. 

Dysentery reappeared in Kent (12 cases), Yorkshire, West 
Riding (9 cases), and Cumberland (18 cases). The increase in 
‘the incidence of dysentery in Scotland was due to an outbreak 
in the county of Stirling (13 cases). 


Returns for the Week Ending January 3 


The notifications of infectious diseases during the week in 
England and Wales included the following numbers: Scarlet 
fever 1,126, whooping-cough 1,543, diphtheria 1,048, measles 
926, pneumonia 962, cerebrospinal fever 131, poliomyelitis 7, 
dysentery 106, paratyphoid 15, typhoid 5. Thirty-seven deaths 
from influenza were recorded in the large towns. 


Vital Statistics in England and Wales during 1941 


Owing to war conditions a considerable time will elapse 
before the publication of the officia) statistics for 1941 (the 
Registrar-General’s Report for 1939 has not yet been issued). 
As it is of interest to know what changes, if any, have taken 
place in the nation’s health since the outbreak of war, a 
summary of the data available in the weekly reports has been 
made in an attempt to determine the trends. The total for the 
principal notifiable diseases for the past five years for the whole 
country are: 


1941 1940 1939 1938 1937 
Scarlet fever. 57,982 65,573 | 78,201 | 99,413 | 95,859 
Whooping-cough 169,863 | 53,403 
Diphtheria 50,056 46,683 | 47,910 | 65,720 | 61,870 
Measles 405,580 | 407,908 
Pneumonia 49,547 47,712 42,275 | 45,817 | 55,816 
Cerebrospinal fever 10,986 | 12,791 1,506 1,293 1,857 
Dysentery 6,485 | 2,843 1,963 4,210 4,066 
Enteric fever (paratyphoid and | 
typhoid) 4,687 2,824 1,524 1,347 2,157 


One of the outstanding features of 1941 was the large 
amount of sickness caused by infected foods. Fortunately a 
mild form of dysentery and paratyphoid was experienced, but 
because of this it is probable that many cases have escaped 
notification. But it is possible that the greater attention 
which has been focused on the food supply has resulted in 
the diagnosis and notification of more cases than would have 
otherwise been expected. Trichiniasis was probably the most 
serious of the non-notifiable illnesses resulting from food con- 
tamination. 


The number of cases of cerebrospinal fever was approxi- 
mately seven-eighths of the 1940 total but seven to ten times 
the total of the immediate pre-war years. 

The trend of diphtheria was disappointing, and, in spite of 
the campaign for immunization, the total of cases reported in 
1941 was larger than in either of the two preceding years. If 
a large proportion of the immunizations were successful, the 
high level of the incidence leads to the inference that the non- 
immune children must have suffered a much heavier attack 
rate than was experienced in the preceding years. 

Measles and whooping-cough were not generally notifiable 
before the outbreak of war. The totals are understated, as 
medical attention is not always sought for these complaints ; 
consequently a proportion of cases are not notified. It does 
not appear to be generally appreciated that whooping-cough is 
one of the major causes of death among young children. A 
comparison with diphtheria will illustrate the significance of 
whooping-cough. During 1929-38, the last ten years for which 
records are available for the whole country, 24,702 deaths were 
attributed to whooping-cough and 31,149 deaths to diphtheria. 
Almost half of the whooping-cough deaths, 11,262, were of 
children under 1 year of age, while the number of diphtheria 
deaths was only 892. Owing to the difficulties attending the 
diagnosis of whooping-cough in young babies, it is likely that 
the number of deaths is larger. 
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LETTERS, NOTES, AND .ANSWERS 
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The prevalence of scabies has been a matter of great concern 
to local health authorities during the year. Although no com- 
parable figures are available, there appears to have been a large 
general increase in the incidence. 

Notifications of infectious diseases are the only data available 
for the whole country, but additional facts are published for the 
126 great towns, which comprise roughly one-half of the popu- 
lation of the country. The war has seriously disturbed the 
populations of these towns, and a comparison must be confined 
to the past two years. 


SOME FIGURES FOR THE 126 GREAT TOWNS 


1941 | 1940 


256,849 | 304,941 
262,467 | 303.271 
3 39 


Number of live births 
Number of deaths _. 
Stillbirths per 1,000 births | 


Infant mortality per 1,000 live births ; ‘| 71 | 61 
1941 1940 
| Deaths Deaths 
Cases | Deaths | per 1,000} Cases | Deaths | per 1,000 
| Cases Cases 
Typhoid _ and para- 
typhoid fevers a 2,533 78 31 1,270 56 44 
Scarlet fever .. ..| 26,562 58 2:2 30,017 77 | 26 
Whooping-cough ..| 76,884 | 1,197 16 24,795 329 13 
Diphtherja ; ..| 27,613 | 1,487 | 54 25,200 | 1,355 54 
| “34 | 177613) ‘464 | 2-6 


Measles 5 .. 146,835; 503 


Although cases of typhoid and paratyphoid fevers were twice 
as numerous as in the preceding year the case fatality was only 
three-quarters of the 1940 rate. The decreased fatality rate was 
due to the mild form of paratyphoid that was experienced. 

We can anticipate that the returns for the whole country will 
show that the birth rate has declined considerably and the 
death rate increased when compared with the pre-war years, 
with the consequence that the natural increase (excess of births 
over deaths) will be small. An increase in the infant mortality 
rate is also to be expected. An examination of the deaths from 
the causes which are tabulated in the quarterly returns shows 
that there has been an increase in most causes; perhaps the 
most outstanding is that of the minor cause, ulcer of stomach 
and duodenum, which has shown an increase of about 50° in 
male deaths since 1938. 

We may conclude that the nation’s health has been and 
remains satisfactory. In fact, it is better than many antici- 
pated early in the war when considering the possible effects of 
such adverse conditions of life as herding in shelters, lack of 
ventilation due to black-out, and dispersal of large sections of 
the population. 


Letters, Notes, and Answers 


All communications in regard to editorial business should be 
addressed to THr EDITOR, rae MeEpicaL JOURNAL, B.M.A. 
House, TAvisTOCK SQUARE, 

Authors desiring REPRINTS of their articles should ote 
with the Secretary, B.M.A. House, Tavistock Square, W.C.1, 
receipt of proofs. Authors over-seas should indicate on MSS. 
if reprints are required, as proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9 a.m. to 5 p.m.). Orders for copies of the 
Journal and subscriptions should be addressed to ry Secretary. 

TELEPHONE No.—B.M.A. and B.M.J.: EUSTON 211 

TELEGRAPHIC ADDRESSES EDITOR, ‘Aitiology London; 
SECRETARY, Medisecra Westcent, London. © 

B.M.A. ScorrisH OFFICE : 7, Drumsheugh Gardens, Edinburgh. 


QUERIES AND ANSWERS 


A Quick Treatment for Scabies 


E. W. writes: Are there two “* Whitfield’s ” ointments? The formula 
given for Whitfield’s ointment in the B.P.C. is certainly not that 
given by Dr. L. Lichtenstein in his letter under the above heading 
(January 3, p. 24). The essential constituents as given in the B.P.C. 
and in London Hospital preparations are benzoic and salicylic 
acids; and sulphur does not enter into the ointment. 


Alopecia Universalis 


Dr. C. SpEERS (Donnington, Newbury) writes: In reply to V. M. L. 
(January 3, p. 30), I have seen only two cases, one in a man of 
about 28 years and the other in a man of 57 years. On examina. 
tion both were found to have large quantities of sugar in their 
urine. Both did well with insulin and regained a normal growth 
of hair, except that the elder man still had a patch of alopecia op 
the occiput. It would be interesting to know if V. M. L.’s patient 
is a diabetic. 


Blood Films Wanted 


Dr. A. C. CoLes G3, Poole Road, Bournemouth) would very greatly 
appreciate receiving unstained films of blood fgom the earliest 
stages of blackwater fever and typhus from those who may have 
the opportunity of meeting with either of these diseases. 


LETTERS, NOTES, ETC. 


Sulphonamides for Ophthalmia Neonatorum 


Dr. H. J. CLutrersucx (Llanelly) writes: The day after reading Dr. 
L. B. Somerville-Large’s letter on ophthalmia neonatorum and its 
treatment (December 20, p. 887) I was called to a child 2 weeks 
old who was suffering from the complaint. Both eyes were 
oedematous with discharge. I followed the treatment given by 
Dr. Somerville-Large, and in four days both eyes were quite well 
and the child was taken out. There were no complications. The 
child was bottle-fed during treatment and returned to breast- 
feeding on recovery. I was amazed at the result; in thirty-two 
years of midwifery in a large industrial practice I had never seen 
anything like it. 


Offer of Medical Equipment 


The father of a young London doctor who has died of wounds in 


the Middle East has kindly offered to present his son’s medical 

* books, instruments, drugs, and consulting-room equipment to a 
young doctor starting in practice. Will any reader who is 
interested please communicate with Mr. X, c/o The Editor,, 
B.M.J. 


Price of Medical Books 


Messrs. WILLIAM HEINEMANN (Mepicat Books) Ltp. write: In the 
notice of Dr. Piney’s Sternal Puncture (December 27, p. 913) your: 
reviewer, while praising the book, comments unfavourably on the 
price of publication. It is evident from this that, though a good 
critic, he is completely unaware of the present-day difficulties of 
the publisher. Medical publishing, like any other business, is a 
competitive one, and no publisher who knows his business is going 
to make his books unsaleable by overcharging. Actually medical 
publishers have been the very last to raise the price of books since 
war started, but now they are being compelled to do so. This is 
not surprising when one realizes that the cost of production in 
every section—paper, printing, and binding—has gone up in 
varying amounts from 25% to 100%, and there are also increases 
in overhead expenses all round. In addition, we are now allowed 
only 374% on quota of the amount of paper used in a period 
immediately preceding the war, so that the printing numbers of 
books are often reduced. This means that the cost per copy is 
forced un, and the publication price must therefore be higher. 
It is .unfortunate that this tendency will be more noticeable 
in the case of a ‘* pioneer ” book like Sternal Puncture, with no 
ready-made market. Owing to these facts it will. undoubtedly be 
necessary for all medical books, and not. only new publications, to 
share the increased costs imposed by war conditions. 


Corrigenda 


Prot. T. P. McMurray wishes to correct two errérs which occurred 
in his article on ‘* Delay in the Union of Fractures ’’ in our issue 
for January 3. On page 8, line 14, the sentence should read:, 
“In this case the delay cannot be attributed to difficulty in main- 
taining apposition of the fractured surfaces, but seems to be 
caused by the absence of any vascular muscle attachment to this 
area of the bone and by the restriction of blood supply, which 
follows from injury to the nutrient artery.’ On page 9 the correct 
wording of the sentence starting on the fourth line of the 
** Discussion ” is: ‘“* When used, especially in the early stages of 
treatment, it prevents the formation of the haematoma which 
should be present in every fracture,” and not permits as there 
stated. 


Dr.. WILLIAM Evans wishes to correct a statement in last week’s issue 
concerning the forthcoming Strickland Goodall Lecture. Dr. John 
Parkinson is physician to the cardiac department of the London 
Hospital, and Dr. Evans, lecturer for 1942, is assistant physician 
to the department. 
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